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Despite the diversity of services
available to youth with behavioral and
emotional needs, there is limited
definitive evidence regarding which
services work and which do not. This
report is an updated review
summarizing selected areas of the
scientific literature on interventions,
services, and medications for youth
with significant emotional or
behavioral needs. The Child and
Adolescent Mental Health Division
(CAMHD) of the Hawaii Department
of Health Task Force for Empirical
Basis to Services issued the original
review in August 2000, and its authors

Services that work:

For attention and hyperactivity
problems: Classtoom Behavior
Management, Parent and Teacher
Training

For anxiety, phobias, and
avoidance behavior: Cognitive
Behavior Therapy (with or without
parents), Exposure, Modeling,
Educational Support

For autism: Applied Behavior
Analysis, Functional Communication
Training, Caregiver Education
Program

For anorexia: Family Therapy

Medications that work:

For attention and hyperactivity
problems: Stimulants, tricyclic
antidepressants

For obsessive compulsive disorder:
Selective serotonin reuptake inhibitors

disseminated the findings nationally in
the journal Clinical Psychology: Science and

Practice in Spring 2002.

The CAMHD Task Force for
Empirical Basis to Services was
established in 1999, and in August
2002, the Task Force became a

standing committee (Evidence Based
Services Committee), reflecting its new

structure as a permanent review

committee. This committee continues

to tead, review, and incorporate into
policy the various scientific findings
related to child emotional and
behavioral health.

For bulimia: Cognitive Behavior
Therapy

For depression: Cognitive Behavior
Therapy (with or without parents),
Interpersonal Therapy, Relaxation
For oppositional behavior, conduct
problems and delinquency: Parent
Training, Multisystemic Therapy,
Parent Child Interaction Therapy,
Anger Coping Therapy; Assertiveness
Training; Problem Solving Skills
Training, Rational Emotive Therapy,
For substance use: Cognitive
Behavior Therapy, Behavior Therapy,
Family Therapy

For depression: Selective serotonin
reuptake inhibitors

For Tourette’s disorder: Central
adrenergic agonists, antipsychotics
For bipolar disorder: lithium

Committee membership is an open
process, by which a member petitions
in writing to join. Continual
membership requires regular
attendance (no more than two
consecutive absences) and
participation in the reading and coding
activities conducted for the purposes
of summarizing findings. Members
have included parents, providers,
educators, university faculty, and
health administrators, with
backgrounds in nursing, social work,
psychology, psychiatry, and special
education.

The overarching goals continue to be
to broaden and update the summary
of scientific information used to guide
decisions about children’s care. The
information presented in this report
falls into three major sections. The
first section includes a composite of
the major randomized, controlled
research findings, with attention to
promising outcomes, provider type,
intervention setting, nature of the
children, and a host of other factors.
The second section is a summary of
the evidence on medication efficacy
and safety, based on published reviews
and supplemental reports. The third
section represents consensus
summaries specific to nominated
topics regarding practice policy for
which limited or no controlled
research was available. Each section
provides detail about the methods for
the review process, and the sections




are presented in dectreasing order of
methodological and scientific rigor.

Section I: Randomized and
Controlled Intervention
Research

Methods

The methods for Section I originate
from the multiple efforts conducted
within the American Psychological
Association (APA). These include the
collective reports of APA Task Force
on Psychological Intervention
Guidelines, the APA Task Force on
Promotion and Dissemination of
Psychological Procedures, and the
APA Task Force on Empirically
Supported Psychosocial Interventions
for Children.

Because the work of the EBS
Committee involves the specific goal
of improving practice on a large scale,
it has been the consensus of the
Committee that simply distributing
existing lists of efficacious
interventions would be insufficient to
ensure that quality interventions would
ultimately be delivered to children.
Because such factors as the robustness
of interventions in rural settings, the
approptiateness of particular
interventions with various cultural
groups in various settings, and the
difficulty of training therapists are of
primary concern to providers and
families, these concerns have been a
primary focus of the Committee in its
review.

The research literatures reviewed in
this section were primarily organized
around particular problem behaviors,
rather than strictly by psychiatric
diagnosis. For example, many studies
of depression used ratings of low
mood rather than diagnosis as a means
for including participants. In some
instances, the literature was not
organized around problem areas at all,

but rather focused on interventions or
settings. For example, some studies
looked at the practice of case
management, the effects of
hospitalization, or the benefits of
therapeutic foster care.

As the diversity of topics has grown,
numerous subcommittees have been
established to review specific areas of
the literature. These include:

=  Anxious or avoidant behavior
problems

®  Depression or withdrawn
behavior problems

* Disruptive behavior and
willful misconduct problems

= Substance use

*  Attention and hyperactivity
behavior problems

*  Bipolar disorder

®  Schizophrenia

= Autism

®  School based programs

= Services interventions

Reviews in each of these areas have
been in progress since 2000, and each
subcommittee is staffed by a
minimum of four readets.

Any member of the EBS committee
can nominate a topic for review. The
commiittee at large decides the order
of topics to be reviewed. To select
articles that meet criteria for review by
the committee, a single staff member
conducts a broad review of the
literature. Reference lists of all articles
that are not forwarded to the
commiittee for review on each topic
area are housed at the CAMHD. The
commiittee chairperson reviews the
selected articles and approves their
distribution to the approptiate
subcommittee. Subcommittee
members read the articles and
summarize and present their findings

to the committee at large. Articles that
are reviewed unfavorably by the
committee or deemed unsuitable
because of flawed research methods
are stored at the CAMHD and
excluded from further review.

Services for the EBS Committee
review were identified through: (a)
computerized searches of the
PSYCINFO database dating back to
1980; (b) evaluation of studies
reviewed by the APA Task Force on
Empirically Supported Psychosocial
Interventions for Children, the
American Academy of Child and
Adolescent Psychiatry Practice
Parameters, and other major published
scientific literature reviews; (c)
personal communication with national
scholars in effectiveness tesearch and
(d) additional nominations from EBS
Committee members. Over 26,000
articles were screened, with over 230
read in full detail over a period of 4
years.

Using the methodology adapted from
the APA Task Force on Psychological
Intervention Guidelines, all services
were evaluated with respect to efficacy
and effectiveness. The APA’s Task
Force on Promotion and
Dissemination of Psychological
Procedures defined two different
levels at which an intervention may be
deemed efficacious (see the first two
levels in Table 1). At the highest level,
a “Well-Established” intervention
refers to an intervention that has
demonstrated efficacy either (a) in a
minimum of two good between group
design experiments, where the
intervention is supetior to pill or
psychological placebo or to another
intervention, or (b) in a large series of
controlled single-case expetiments (n
> 9) that have compared the
intervention to another intervention.
In either case, interventions must be
conducted with a manual, and effects
must have been demonstrated by at
least two different investigators. At the




Table 1. Definition of Evidence Based Setvices

Level 1: Best Support

I

11

111
IV.

V.

At least two good between group design experiments demonstrating efficacy in one or
more of the following ways:
a.  Superior to pill placebo, psychological placebo, or another treatment.
b.  Equivalent to an already established treatment in experiments with adequate
statistical power (about 30 per group; cf. Kazdin & Bass, 1989).
OR

A large series of single case design experiments (n > 9) demonstrating efficacy. These
experiments must have:
a.  Used good experimental designs
b.  Compared the intervention to another treatment as in La.

AND
Further criteria for both I and 11:
Experiments must be conducted with treatment manuals.
Characteristics of the client samples must be clearly specified.
Effects must have been demonstrated by at least two different investigators or teams of
investigators.

Level 2: Good Support

I

1L

111

Two experiments showing the treatment is (statistically significantly) superior to a
waiting-list control group. Manuals, specification of sample, and independent investigators are not
required.

OR
One between group design experiment with clear specification of group, use of manuals,
and demonstrating efficacy by either:
a.  Superior to pill placebo, psychological placebo, or another treatment.
b.  Equivalent to an already established treatment in experiments with adequate

statistical power (about 30 per group; cf. Kazdin & Bass, 1989).

OR
A small series of single case design experiments (n > 3) with clear specification of group,
use of manuals, good experimental designs, and compared the intervention to pill or
psychological placebo or to another treatment.

Level 3: Moderate Support

L

II.

One between group design experiment with clear specification of group and treatment
approach and demonstrating efficacy by either:
a.  Superior to pill placebo, psychological placebo, or another treatment.
b.  Equivalent to an already established treatment in experiments with adequate

statistical power (about 30 per group; cf. Kazdin & Bass, 1989).

OR

A small series of single case design experiments (n > 3) with clear specification of group
and treatment approach, good experimental designs, at least 2 different investigators or
teams, and comparison of the intervention to pill, psychological placebo, ot another
treatment.

Level 4: Minimal Support

L

Treatment does not meet criteria for Level 1, 2, 3, or 5.

Level 5: Known Risks

L

second level, the status of “Probably
Efficacious™ refers to an intervention

At least one study or review demonstrating harmful effects of a treatment that would
otherwise meet criteria for Level 4.

another intervention in a small series
of single case design experiments (n >

that has been found to be cither: (a) 3).

superior to a wait-list control group in
two expetiments, (b) equivalent to an
already established intervention or
superior to pill placebo, psychological
placebo, or another intervention in a
single experiment, or (c) supetior to
pill placebo, psychological placebo, or

We noted that for some areas, it was
not possible to identify interventions
that met criteria for Well-Established
(Level 1) or Probably Efficacious
(Level 2) status. This led to the

decision of the commiittee to expand

the efficacy criteria in such cases to
include a wider range of interventions
for considered. The final expanded
criteria were adapted from the
definitions of the APA Task Force,
and consisted of 5 levels (see Table 1).
Of primary interest was the renaming
of all levels, and the addition of a third
level, which corresponded to
“Moderate Support” interventions.
According to our definitions, to be
classified as having “moderate
support,” an intervention was required
to demonstrate efficacy either (a) in
one between group design experiment
in which the intervention is supetior to
pill or psychological placebo or to
another intervention, or (b) in a small
series of controlled single-case design
experiments (n > 3) with clear
specification of group and
intervention, at least 2 investigators or
teams, and comparison of the
intervention to pill, psychological
placebo, or another intervention.

As noted above, this group also
examined effectiveness of
interventions by reviewing selected
aspects of the studies. Effectiveness
variables were defined by this group in
a manner consistent with that of the
original APA Task Force. The lists of
variables coded for each study and the
corresponding definitions appear in
Table 2.

Interventions were not defined at the
level of specific manuals. Rather,
interventions shatring a majority of
components with similar clinical
strategies and theoretical
underpinnings were considered the
“same intervention” for the purposes
of evaluation. This decision to
collapse to a lower level of detail was
designed to avoid difficulties with
finding multiple interventions with
only partial support, and little means
to select among those interventions
for implementation. For example,
different interventions for depressive
or avoidant behaviors that involved




self-monitoring, identifying problem
thoughts, developing coping thoughts
or problem-solving strategies, and
accompanying behavioral exercises
were collectively labeled “cognitive
behavior therapy” (CBT) and
evaluated as a single approach. When
differences wetre more substantial (e.g.,
one intervention outperformed
another in a study), interventions were
considered distinct.

Cautionary Statement

As mentioned in the first report, it is
important to keep in mind a number
of factors when considering the results
of these reviews. First, any summary
of scientific support for interventions
is a work in progress, in that findings
are continually accumulating as new
interventions are developed and
tested. Thus, the reviews are meant to
represent the state-of-the-art at the
time that the committee met and
cannot address quality of interventions
that may still be on the horizon.
Second, the group at no point
entertained the idea that the results
would provide a panacea or produce
lists of perfect interventions. Rather,
the goals of the group were (a) to rank
interventions in otder of their relative
likelihood be helpful and (b) to
provide detailed information about the
studies in which these interventions
have been found to work. Finally,
although there is a proliferation of
other reviews recommending best
practices in the literature, such reviews
are often consensus-based, meaning
that interventions are selected by a
panel of experts. Our approach differs
in that it measures each intervention
against pre-defined scientific critetia.
Our criterion-based approach is thus
designed to yield a much more
conservative and reliable
determination of best practices, and
consequently may be inconsistent with
consensus-based recommendations
found elsewhere.

Results

Anxious or Avoidant Behavior
Problems

Interventions identified. The interventions
reviewed for anxious ot avoidant
behavior problems included all those
with controlled outcome research as
identified through the search
procedures outlined above. These
interventions were: (a) CBT, (b) CBT
with Parents Included, (c) CBT plus
CBT for Parent’s Anxiety, (d)
Educational Support, (e) Eye
Movement Desensitization and
Reprocessing (EMDR), (f) Exposure
(2) Modeling, (h) Play Therapy, and (g)
Supportive Therapy. The collective
results for anxious or avoidant
behavior problems are summarized in
Table 3.

“...CBT, exposure, and modeling
were the interventions of choice, and
the question of whether and when to

include parents . .. awaits some
additional research.”

Efficacy. Of the interventions identified,
three were supported at Level 1: CBT,
exposure, and modeling, CBT was
found to be superior to a waitlist or no
treatment control condition in 7
studies. In two studies, CBT was
found to be superior to two other
interventions: Imagery and supportive
therapy. Exposure was better than
no-treatment or waitlist in 12 studies,
and was superior to other
interventions (coping strategies,
modeling, play therapy, EMDR, and
imagery) in 5 studies. Modeling was
found to be better than no
interventions in 4 studies, and supetior
to observation of the feared object in
one study. Modeling was also found
to be equivalent to an already
established intervention, exposure, in
one study.

Two variations of CBT were
supported at Level 2. CBT with

parents included proved better than a
waitlist condition in 3 studies, and in
one of those studies was found to be
superior to CBT. One study found
that CBT plus CBT for parent anxious
behavior problems was equivalent to
CBT alone, and although preliminary,
the details of the study suggested that
CBT plus CBT for parent’s anxious
behavior problems might be supetior
to CBT alone in situations involving a
parent with an anxiety problem.
Finally, educational support was found
to be as good as CBT to intervene in
anxiety-based school refusal in a single
study.

The evidence did not establish the
efficacy of EMDR, play therapy, and
supportive therapy for anxious or
avoidant behavior problems. Of the
available services reviewed, CBT,
exposure, and modeling were the
interventions of choice, and the
question of whether and when to
include parents in that intervention
awaits some additional reseatch.

Effectiveness. The parameters of
effectiveness for anxious or avoidant
behavior problems interventions are
summarized in Table 3. All of the
supported interventions have been
used successfully with boys and girls,
are relatively short term, were
delivered by therapists ranging from
undergraduate level to doctoral level,
and showed rather large effects. Of
the Level 1 interventions, CBT and
exposure consistently showed the
largest effects. Effect size estimates
for exposure suggested that the
average child at post- test scored
better than 98% of children’s pre-
treatment scores. For CBT, that
figure was 85%, and for modeling it
was 71%. The higher effects for
exposure may be due to the fact that
most studies of exposure (and
modeling) involved less complicated
anxious or avoidant behavior
problems. Studies that specified
ethnicity mostly involved Caucasian or




Table 2. Codes for Evaluating Effectiveness

Feasibility

Compli-
ance

Train-
ability

Equal to the percentage of children who did not drop out (post treatment 7)/ (pre treatment
#) within that treatment condition. For example, if 6 of 30 children drop out during
treatment, compliance = 80%.

“High” = manual available AND treatment was successfully used by non-doctoral level
practitioners; “Moderate” = manual available OR treatment was successfully used by non-
doctoral level practitioners; “Low” = no manual available AND treatment was successfully
used by doctoral level practitioners only.

Generalizability

Gender

Age

Ethnicity

Therapist

Frequency

Duration

Format

Setting

Robustness

The percentage of boys or girls within each condition; if information was not reported for a
specific treatment condition, this number was estimated using information for the entire
study; also, when the lower percentage was greater than 30%, the term “both” was used.

Years or months since birth; when range was not reported, it was estimated by using the
mean age plus or minus 1.5 §D (approximately 87% of a normal distribution); thus, for a
mean age 9.0 and SD = 1.6, the estimated range would be 6 to 11; if information was not
reported for a specific treatment condition, this number was estimated using information for
the entire study.

Percentage of each ethnic group within condition; if information was not reported for a
specific treatment condition, this number was estimated using information for the entire
study under the assumption of the independence of ethnicity and treatment condition.

The training/profession, if known, for the main provider(s) involved within each treatment
condition; doctoral graduate students were classified as Master’s level.

Frequency of contact with child/family, reported either in sessions per unit time (e.g.,
“weekly”) or in total hours per unit time (e.g., “5 hours/day”).

The length of time from pre treatment to post treatment assessment.

Whether the treatment was group therapy or individual therapy and whether it included
parents or family.

The primary type of location in which treatment was delivered; when setting was not
reported, it was sometimes inferred based on aspects of the treatment (e.g., teacher as
therapist implied a school setting)

“High” = more than one investigator team AND more than one protocol showing positive
outcome AND no specialized setting required; “Moderate” = no specialized setting required
AND one of the following: (a) more than one investigator team OR (b) more than one
protocol showing positive outcome OR (c) more than 3 positive demonstrations; “Low”
specialized setting required OR all of the following: (a) single investigator AND (b) single
protocol AND (c) 3 or fewer positive demonstrations.

Cost and Benefit

Cost

Effect size

Estimated from consideration of both the therapist training and the total number of contacts
using the following strategy:

Cous Provider/ setting
Teacher or Inpatient or
Parent  Bachelor’s  Master’s  Doctoral  residential
Any <120 <40 <20
Moderate/ low 12110240 411080 211040 <4 days
Moderate 241 00500 >80 411080 4 to7 days
Moderate/ high > 500 >80 81015 days

High > 15 days

Calculated as the number of standard deviations that each group improved from pre
treatment to post treatment on a measure selected by clinical consensus, with highest
consideration given to use the most commonly and most sensitive measures for that area of
the research literature

African American children, and one
small study of exposure involved
Japanese children. CBT was
supported in children from 2 to 17;
Exposure was supported in children 3
to 17; and Modeling was supported in
children from 3 to 13. CBT with
parents included and CBT plus CBT
for parent anxious behavior problems
were supported in children from 7 to
14; Educational Support was
supported in children 6 to 17. In
general, exposure and modeling
appear to be briefer than CBT, and
were most successfully applied with
children having specific phobias (e.g.,
animals, swimming). CBT and it
variants appeared to be more
appropriate for the more complex
anxious or avoidant behavioral
problems (e.g., social phobia,
separation anxiety disorder,
generalized anxiety disorder, post-
traumatic stress disordet, etc.).

Attention and Hyperactivity
Behavior Problems (including
Attention Deficit
Hyperactivity Disorder;
ADHD)

Interventions identified. The interventions
reviewed for Attention and
hyperactivity behavior problems
included all those with controlled
outcome research as identified
through the search procedures
outlined above, with the exception of
some older multiple baseline studies
that did not provide incremental
information regarding efficacy. The
specific interventions were: (a) Parent
Training in behavioral management,
(b) Classroom Behavior Management,
(¢) Social Skills Training, (d), “Patents
are Teachers” program, (e) Parent
Effectiveness Training, and (f) Self-
Control Training. Parent Training and
Classroom Behavior Management are
highly similar interventions in terms of
content and techniques, differing
mainly in the setting in which they




Table 3. Effective Interventions for Anxious and Avoidant Behavior Problems

Effect
Intervention Train Compliance Gender  Age Ethnicity Therapist Frequency  Duration Format Setting  Robustness  Cost Size
Level 1
CBT High 89% Both 2to  54% Not Undergrad; Weekly 3to 16 Group; Clinic; High Low 1.052
17 Specified;33  MA; PhD weeks Individual School
%
Caucasian;
7%
Armenian;
Y% African
American
Exposure High * Both 3to  69% Not Undergrad; Daily; 1 day to 12 Group; Clinic; High Low  2.02ab
17 specified; BA; MA; PhD  Weekly weeks Individual School
15%
Caucasian;
8%
Japanese;
8% African
Ametrican
Modeling * * Both 3to  65% Not Not Specified ~ 2/day; Daily; 1 day to 8 Group; Clinic High Low 0.55b
13 specified; Weekly weeks Individual
23%
Caucasian;
11% African
American
Level 2
CBT with High 93% Both 14 Not MA; PhD Weekly 12 weeks Group; Clinic Low Low  1.68~b
Parents to Specified Individual
Included 18
CBT plus High 91% Both 7to Not Not Specified ~ Weekly 12 weeks Group Clinic Low Low 0.472
CBT for 14 Specified
Parents
Educational High * Both 6to  92% Not Specified ~ Weekly 12 weeks Individual Clinic Low Low N/A
Support 17 Caucasian

Note. CBT = Cognitive Behavior Therapy; “Train” = Trainability; “N/A” = not reported; Effect sizes reported are the median effect size across all relevant studies (a = Revised
Children’s Manifest Anxiety Scale; Reynolds & Richmond, 1978; b = Child Behavior Checklist, Internalizing Scale; Achenbach, 1991). * Could not be determined due to lack of

information in published reports.




were used (in clinic with parents
versus in school with teachers). Thus,
these interventions were collectively
referred to as Behavior Therapy or
Management, and information about
the different settings in which it was
tested is provided under the
description of setting.

“According to the research,
Bebavior Therapy and
Management, both in the classroom
and at home, were the best-
supported non-drug treatments.”

Efficacy. Of the interventions identified,
only a single psychosocial intervention
was supported by research. Behavior
Therapy/Management was supported
at Level 1 (see Table 4). Behavior
Therapy/Management was found to
be superior to pill placebo in a single
study, and was found superior to no
treatment control conditions in 6
studies.

The evidence did not establish the
efficacy of Social Skills Training,
“Parents are Teachers,” Parent
Effectiveness Training, or Self-
Control Training. According to the
research, Behavior Therapy and
Management, both in the classroom
and at home, were the best-supported
non-drug treatments. Although
pharmacological treatments wete not
specifically reviewed for this report, it
should be known that the collective
research evidence has shown that (a)
stimulant medication is supetior to
Behavior Therapy/Management
alone, (b) stimulant medication and
Behavior Therapy/Management
combined are supetior to Behavior
Therapy/Management alone, (c)
stimulant medication and Behavior
Therapy/Management combined are
not superior to medication alone, and
(d) Behavior Therapy/Management
and low dose medication may be
similar to high dose medication alone.

Effectiveness. 'The parameters of
effectiveness for Behavior
Therapy/Management for Attention
Deficit and Hyperactivity behavioral
problems appear in Table 4. Behavior
Therapy/Management has been tested
mainly with boys, is relatively short
term, was delivered by therapists
ranging from teachers and teacher’s
aides to doctoral level therapists, and
showed large effects in those studies
reporting degree of change. Effect size
estimates from two studies suggested
that the average child at post- test
scored better than 89% of children’s
pre-treatment scores. Classroom
Behavior Management tended to be
more frequent and shorter term within
the studies reviewed (e.g,, daily
implementation of a classroom time
out or reward program), as opposed to
Parent Training in behavioral
interventions, which generally
involved a therapist meeting weekly
with parents to review similar behavior
management strategies for the home.
Although the follow up evidence was
not reviewed, it appears that behavior
management programs for Attention
Deficit and Hyperactivity behavior
problems may need to be ongoing.
For example, one study showed that
when a classroom behavior program
was withdrawn, children’s problems
returned. There is essentially no
information about differences among
ADHBD subtypes (i.e., inattentive,
hyperactive, combined) in terms of
response to Behavior
Therapy/Management.

Autism

Evaluation of the autism intervention
literature was divided into two main
areas delineated by Rogers (1998): (a)
comprebensive interventions, which referred
to interventions designed to improve
overall functioning, address multiple
symptoms, and exist over the long
term, and (b) focal interventions, which
were designed more to eliminate
problematic or undesired behaviors

associated with autism (e.g., self-
injurious behavior, tantruming, self-
stimulation). Although a great number
of interventions have been proposed
for autistic disorder, we only
considered studies that included a pill
ot placebo control, an alternative
condition, or a wait-list control. This
requirement reduced the number of
intervention for review to 6 areas:

(a) Auditory Integration Training,

(b) Discrete Trial Training,

(c) Functional Communication
Training (FCT), (d) Applied Behavior
Analysis (ABA), (e) Playschool
Program, (f) Psychoeducational
Program, and (g) the TEAACH
Program.

Efficacy. No comprehensive
interventions were found to have
support for their efficacy as defined by
our criteria. This somewhat
discouraging conclusion is consistent
with recent independent reviews, and
speaks to the need for additional
research at the national level for
interventions for autism. Although
there is frequent observance of clinical
improvements in much of the
research on comprehensive treatments
for autism, essentially all of this
research has failed to rule out
alternative explanations for
improvement, which is a necessary
component for scientific research.
Thus, it cannot be said with
confidence whether the improvements
noted in young children with autism
were due to an intervention or simply
to group selection procedures,
maturation, misdiagnosis, or some
other non-therapy factor.

Nevertheless, there was support
identified for some focal interventions,
that is, interventions whose goals were
not to eliminate autism but rather to
change specific or provide new skills

to the child or family. FCT and ABA




Table 4. Effective Interventions for Attention and Hyperactivity Behavior Problems (including ADHD)

Effect
Intervention Train Compliance Gender  Age Ethnicity Therapist Frequency  Duration Format Setting  Robustness  Cost Size
Level 1
Behavior High 89% 81.5% 6to Not teacher; daily to 1to 12 Group; Clinic; High Low 1.24ab
Therapy male 12 Specified” teacher’s aide;  weekly weeks Individual School

MA; PhD
Note. “Train” = Trainability; “N/A” = not reported; Effect sizes reported are the median effect size across all relevant studies (a = ADHD Rating Scale; DuPaul, 1991; b = Conners
Teacher Rating Scale-Hyperactivity; Conners, 1990). * A single study described its sample as “predominantly Caucasian.”
Table 5. Effective Interventions for Autism
Effect
Intervention Train Compliance Gender  Age Ethnicity Therapist Frequency  Duration Format Setting  Robustness  Cost Size
Level 3
FCT and ABA Mod 100% Both 2to  95% Not Parent; 5/day to 2 weeks to  Individual School High Low N/A
15 Specified; Teacher; BA; 2/week 11 months
5% Aftican MA
Ametrican

Caregiver High 100% 94% 2to  Not BA Weekly 12 weeks Group Day Low Low 0.812
Based male 6 Specified Care
Intervention
Program

Note. ABA = Applied Behavior Analysis; FCT = Functional Communication Training; “Mod” = Moderate; “Train” = Trainability; Effect sizes reported are the median effect size across

all relevant studies (a = TRE-ADD Autism Quiz; Factor, Perty, Freeman, & Datjes, 1987). No treatments were supported at Level 1 or Level 2. ABA/FCT and Categiver Based
Intervention Program were supported only as “focal” treatments, meaning they only addressed certain aspects of child or family functioning and made no claims about eliminating the
presence of autism.




were supported at Level 3, with over
15 demonstrations of controlled single
subject experimental designs. FCT is
based upon the principle of providing
children who have limited or no
communication skills with a means to
communicate requests in order to
avoid engaging in negative behaviors.
Using similar strategies of examining
and changing behavior, ABA involves
developing new skills or eliminating
unwanted behaviors (e.g., self-harm).
The research often showed that
intervention effects were due to a
specific and individualized aspect of
the intervention, and was not simply
the result of therapist contact or
attention. The Psychoeducation
Program was supported at Level 3
based on a single study that found it to
be superior to day care only in terms
of its ability to inform, educate, and
support parents of children with
autism.

“FCT and ABA were supported
at Level 3, with over 15
demonstrations of controlled single
subject experimental designs.”

Effectiveness. FCT and ABA were used
with boys and gitls from ages 2 to 15,
and often involved parents and
teachers delivering specific
components of the intervention.
More than any other interventions
reviewed in any area, both FCT and
ABA demonstrated appropriateness
for school-based implementation,
given the multiple demonstrations that
teachers were successful at managing
the programs under the guidance of
the therapist. Frequency of
intervention was high, and results for
many cases were achieved rather
quickly, some as quickly as 2 weeks.
Sessions were sometimes multiple
times a day in 5 to 10 minute blocks.
Although effect size information
could not be calculated due to the
individualized nature of the designs, it
should be noted that FCT and ABA

were associated with some important
changes in behavior, such as the
termination of self-injury.

The Psychoeducation program was a
weekly parent group lasting 12 weeks
for parents of children aged 2 to 6.
Compliance was high, and the effect
on parents’ reported level of distress
and their knowledge about autism was
moderate. The effect size indicated
that the average parent at the end
scored better than 79% of the pre-test
scores.

Depression or Withdrawn
Behavior Problems

Intervention identified. The interventions
reviewed for depressive or withdrawn
behavior problems included all those
with controlled outcome research as
identified through the search
procedures outlined above. These
interventions wetre: (a) Behavioral
Problem Solving, (b) Cognitive
Behavior Therapy (CBT), (c) CBT
with Parents Included, (d) Family
Therapy, (e) Interpersonal Therapy
(IPT), (f) Relaxation, (g) Self-Control
Training, (h) Self-Modeling, and (i)
Non-directive Supportive Therapy.

Efficacy. Of these, CBT was the only
intervention supported at Level 1.
CBT was found to be superior to a
waitlist or no treatment control
condition in 6 well-designed studies.
In two studies, CBT was found to be
superior to four other interventions:
Family Therapy, Relaxation, Self-
Modeling, and Supportive Therapy.
CBT with Parents Included was
supported at Level 2, having been
found better than a waitlist condition
in 2 studies, and in one of those
studies having also been found
equivalent to CBT. IPT was
supported at Level 2, performing
better than waitlist in two studies and
as well as CBT in one of those. Also
at Level 2 was Relaxation, which was
superior to a waitlist condition in 2
studies. Evidence did not support

Family Therapy, Self-Control
Training, Self-Modeling, Supportive
Therapy, or Behavioral Problem
Solving. Of the available services
reviewed, CBT appears to be the
intervention of choice, and the
question of whether to include parents
in that intervention awaits further
research. IPT appears to be a
reasonable alternative to CBT,
particularly given that it uses a rather
different approach. Finally, although
there was some support for
Relaxation, the evidence is convincing
that Relaxation alone is inferior to

CBT.

“Of the available services reviewed,
CBT appeared to be the
intervention of choice. .. IPT
appeared to be a reasonable
alternative to CBT...”

Effectiveness. The parameters of
effectiveness for depressive or
withdrawn interventions are
summarized in Table 2. All of the
supported interventions have been
used successfully with boys and gitls,
are relatively short term, were
delivered by therapists at the Mastet’s
level or above, and showed rather
large effects. CBT consistently
showed the largest effects of the
supported interventions, with the
average child at post- test scoring
better than 96% of children’s pre-
treatment scores. In most cases,
ethnicity of participants was not
specified; however, one study with an
entirely Puerto Rican sample
supported both IPT and CBT,
another study with 39% non-
Caucasian participants (mostly African
American) supported CBT, and a
study with a 79% Hispanic Ametrican
sample supported IPT. CBT was
supported in children from 9 to 18;
IPT was supported in children from
12 to 18; CBT with Parents Included
was supported in children from 14 to




Table 6. Effective Interventions for Depression and Withdrawn Behavior Problems

Effect
Intervention Train Compliance Gender  Age Ethnicity Therapist Frequency Duration Format Setting Robustness  Cost Size
Level 1
CBT High 94% Both 9to  84% Not MA; PhD Weekly or 5to 16 Individual Clinic; High Low 1.74a
18 Specified; Twice per weeks or group School
13% Puerto week
Rican;
3% African
Ametrican
Level 2
CBT with High 88% Both 14 Not MA; PhD Twice per 7t08 Group Clinic Low Low 1.400
Parents to  Specified week weeks
Included 18
IPT High 85% Both 12 49% Puerto MA; PhD; Weekly 12 weeks Individual Clinic High Low 1.51ab
to Rican; MD
18 419%
Hispanic;
10%
Caucasian
Relaxation High 100% Both 11 Not MA; PhD Twice per 5to 8 Group School Low Low  1.48b
to  Specified week weeks
18

Note. CBT = Cognitive Behavior Therapy; IPT = Interpersonal Therapy; “Train” = Trainability; Effect sizes reported are the median effect size across all relevant studies (a = Children’s
Depression Inventory; Kovacs, 1981; b = Beck Depression Inventory; Beck & Steer, 1987).
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18; and Relaxation was supported in
children from 11 to 18.

Disruptive Behavior and
Willful Misconduct Problems
(Including Oppositional
Defiant Disorder and Conduct
Disorder)

All interventions with controlled
outcome research for distruptive and
willful misconduct behavioral
problems were reviewed and included:
(a) Anger Control Training, (b) Anger
Coping, (c) Client-Centered Therapy;
(d) Communication Skills, (€) Goal
Setting, (f) Group Discussion, (g)
Group Discussion of Parent Training
in behavior management, (h) Group
Discussion of Videotape Modeling, (i)
Parent Training with Child, (j) Parent
Training in behavior management
without Child, (k) Parent Training in
behavior management with 2 Parents,
() Human Relations Therapy, (m)
Juvenile Justice System, (1)
Multisystemic Therapy, (0) Parent
Child Interaction Therapy (PCIT), (p)
Problem Solving Skills Training, (q)
Rational Emotive Therapy, (t)
Relationship Therapy, (s) Relaxation,
(t) Stress Inoculation, and (u)
Supportive Attention. Two important
issues were noted in this area: First, a
large number of these interventions
involve different formats for
delivering highly similar information
and strategies. In particular, Parent
Training in behavior management and
its variants (e.g., time out, reward
contracts, giving commands) are
represented by a large number of
interventions above. The formats
involved videotaped instruction,
parent group discussion, parent
training in behavior management
alone, and parent training in behavior
management with the child present.
Because the research findings did not
differ appreciably depending on the
format, these interventions were
collapsed to simplify their evaluation,

broadly represented as Parent Training
in behavior management. Similatly,
Anger Control Training and Anger
Coping were collapsed to be
considered as variants of a single
intervention approach (“Anger
Coping Therapy”). The vatiety of
formats with which these techniques
have been found successful speaks to
the robustness of Parent Training in
behavior management as an
intervention. Second, the population
of children represented by “Conduct
and Oppositional Disorders” varies
considerably, from misbehaving
youngsters to delinquent adolescents.
Thus, developmental considerations
and child characteristics are of
particularly great importance when
selecting interventions. In other
words, it should not be assumed that a
Level 1 intervention is the best choice
for all children with disruptive or
willful misconduct behavioral
problems, unless the effectiveness
parameters (most notably, age) also
suggest a high probability of success.

“...Parent Training in behavior
management bas the clearest
support for its efficacy, having been
evalnated in nearly 20 studies ...”

Efficacy. Parent Training in behavior
management in its various forms was
the only intervention supported at
Level 1. It was found to be supetior
to alternative interventions (including
Client-Centered Therapy, Family
Therapy, Relationship Therapy, and
Supportive Attention), in 6 well-
designed studies, and supetior to
waitlist in 9 studies. Several manuals
are available, and formats range from
videotape modeling of parenting skills
to individual therapy with parents.
Several interventions were supported
at Level 2. Anger Coping Therapy
was better than Goal Setting in a single
study and was better than no
treatment in 3 studies. Assertiveness
Training was better than group

discussion in a single study.
Multisystemic Therapy (MST) was
found superior to individual therapy in
a single study and supetior to the
Juvenile Justice System in 2 additional
studies. Problem Solving Skills
Training was found to be superior to
relational therapy and supportive
attention in 4 studies, and was better
than parent training in behavior
management in a single study. Finally,
a single study of Rational Emotive
Therapy (RET) found it to be supetior
to human relations therapy. Of all of
these interventions, Parent Training in
behavior management has the clearest
support for its efficacy, having been
evaluated in nearly 20 studies in its
various forms.

“...the support for the effectiveness
of Multisystemic Therapy is
exccellent, given that it has been
tested with some of the most
challenging youth ... and has
demonstrated superiority to realistic
and commonly employed alternative
interventions.”

Effectiveness. Parent Training in
behavior management was primarily
used with younger, mostly male
children (90% of studies did not treat
children over 12). Parent Training in
behavior management appeats to be
highly versatile, low cost, and relatively
rapid (most studies documented
improvements within 3 months). Its
effectiveness across different ethnic
groups is less clear, as most studies
failed to specify the ethnicity of the
children. The effect size for Parent
Training in behavior management is
moderate, suggesting that the average
treated child scored better than 81%
of children’s scores before the
intervention.

Multisystemic Therapy (MST) was
tested primarily on male adolescents
involved with the criminal justice
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Table 7. Effective Interventions for Disruptive Behavior and Willful Misconduct Problems (Including Oppositional Defiant and Conduct Disorders)

Effect
Intervention Train Compliance Gender  Age Ethnicity Therapist Frequency  Duration Format Setting  Robustness  Cost Size
Level 1
Parent High 96% > 75% 3to  64% Not Self; MA; Weekly 2 weeks to  Self Clinic; High Low 0.89a
Training male 15 Specified; PhD 6 months;  administere ~ Home
27% most ~ 13 d; Video;
Caucasian: weeks Parent
; G )
6% Aftican o
American; arent
ferican; Individual
3% Hispanic
Ametrican
Level 2
Anger High * 100% 9to  55% Not Not Specified;  Weekly 7to 18 Group School ~ Moderate Low 0.55b
Coping male 15 Specified; School weeks
27% Counselor
Caucasian;
18% African
American
Assertive- * Not Specified 100% 13 100% Not Specified ~ 2/week 4 weeks Group Clinic Low Low Not
ness Training Male to  Aftrican Specifi
14 American ed
MST Mod/ 85% >75% 10 59% African MA Daily to 3to5 Individual Home; Moderate Mod 0.5¢
High Male to  American; Weekly months School erate
17 41%
Caucasian
Problem High 85% 78% 7to  65% MA 2to3 7 weeks to Individual In- High Mod 1.594
Solving Skills male 13 Caucasian; times,/week 8 months patient; erate
Training 35% African to weekly Clinic to
Ametican Low
RET Mod * both 15 African MA Daily 12 Weeks Group Clinic Low Low 3.07¢
to American;
17 Hispanic

Note. MST = Multisystemic Therapy; RET = Rational Emotive Thetapy; “Mod” = Moderate; “Train” = Trainability; “N/A” = not reported; Effect sizes reported are the median effect
size across all relevant studies (a = Child Behavior Checklist-Total Problems Scale; Achenbach, 1991; b = Missouri Child Behavior Checklist-Aggtression Subscale; Sines, 1986; ¢ =
Revised Behavior Problem Checklist; Quay & Peterson 1987, 1996; d = Child Behavior Checklist-Externalizing Scale; Achenbach, 1991; e = observations of disruptive classroom
behavior). * Could not be estimated due to lack of information in published reports.
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system. The majority of these
adolescents were Aftican American.
Cost was higher than for most
traditional clinic-based interventions,
given the higher intensity of contact.
The eftect size for Multisystemic
Therapy was modest, suggesting that
the average treated child scored better
than 69% of children’s scotes before
the intervention. Also, the robustness
of this intervention was rated as
moderate, given the suggestions that
an elaborate and highly orchestrated
supervision network appears to
account for much of the success of
the intervention. Consistent with this
observation, no studies to date
support MST other than those
conducted by its developers.
Nevertheless, the support for the
effectiveness of Multisystemic
Therapy is excellent, given that it has
been tested with some of the most
challenging youth within this category,
and that it is one of the only
interventions that has demonstrated
superiortity to realistic and commonly
employed alternative interventions.
For example, although MST was rated
as moderately costly, it appears to be
less costly and to provide greater
benefit for youth with willful
misconduct than its cutrent
alternatives.

Problem Solving Skills Training was
tested with mostly young boys, about
one-third African Ametrican, two-
thirds Caucasian. Sessions wete
usually weekly, and were successtully
delivered in both clinic and inpatient
settings. Its effect size was large,
suggesting that the average treated
child scored better than 94% of
children’s scores before the
intervention. Overall, the research
suggests that Problem Solving Skills
Training may be a reasonably
alternative to Parent Training in
behavior management for younger
children with disruptive or
oppositional behavior.

Anger Coping Therapy was tested
with children from 9 to 18, with two
different variants of the therapy for
children and for teens. The
interventions were group interventions
administered at school. The effect
size was modest, suggesting that the
average treated child scored better
than 71% of children’s scores before
the intervention. Robustness was
rated as moderate, given that the
children did not appear initially to be
as severe as some children evaluated in
other studies. Anger Coping Therapy
may be an alternative to other
interventions in this area for mild
cases. Given its group format,
however, it is not recommended as a
first choice.

Assertiveness Training was tested in a
single study with an African American
middle school sample. It involved 8
sessions over 4 weeks. Limited
information is available regarding
compliance and effect size. It was
judged to be only moderately robust.
Concerns were noted about its group
format.

Finally, Rational Emotive Therapy
(RET) was supported in a single study
of late adolescent ethnically mixed
boys and gitls, who demonstrated
noncompliance or truancy. Rational
Emotive Therapy also employed a
group format, meeting once each
weekday for 12 weeks. The
intervention is notable in that it is one
of the few to include a large
proportion of gitls, and thus may be a
suitable intervention to consider for
adolescent girls, particulatly those not
responding to interventions with
stronger support. Its effect size on
disruptive classroom behavior was
rather large, with the average treated
child demonstrating fewer problems
than 99% of the group before the
intervention. Cohort effects should
also be noted, in that this single study
was conducted in the mid 1970’s, and

its applicability to present day
adolescents may be questionable.

Substance Use

All interventions with controlled
outcome research for substance use
problems and were reviewed and
included: (a) Behavior
Therapy/Management, (b) Cognitive
Behavior Therapy (CBT), (c) Conjoint
Family Therapy, (d) Family Drug
Education, (¢) Family Systems
Therapy, (f) Family Effectiveness
Training, (g) Supportive Group
Therapy, (h) Individual Therapy, (i)
Interactional Therapy, (j)
Multisystemic Therapy (MST), (k)
One Person Family Therapy, ()
Purdue Brief Family Therapy, (m)
Strategic Structural Systems
Engagement, (n) Supportive Therapy,
and (o) Training in Parenting Skills.

“The literature points to CBT as
the most promising, but is should
be noted that there are few
controlled studies of substance use
problems, only two studies that
support CBT, and those were in
residential settings only.”

Efficagy. Only CBT was supported at
Level 1. This was based on two
studies that found CBT superior to
treatment-as-usual and to Interactional
Therapy. Behavior Therapy and
Management was supported at Level
2, with a single study documenting its
supetiority to Supportive Therapy.
Purdue Brief Family Therapy was also
supported at Level 2, with a single
study showing it to be superior to
Training in Parenting Skills. A single
study supported Family Systems
Therapy at Level 2, showing it to be
superior both to Family Drug
Education and to supportive group
therapy. The literature points to CBT
as the most promising, but is should
be noted that there are few controlled
studies of substance use problems,
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Table 8. Effective Interventions for Substance Use

Effect
Program Train Compliance  Gender Age Ethnicity Therapist Frequency  Duration Format Setting  Robustness  Cost Size
Level 1
CBT High 71% Both 11 42% MA,; PhD Once or 10 to 12 Group In- Mod Low 1.19
to Caucasian; twice per weeks patient
18 3204 African week
American;
26% Not
Specified
Level 2
Behavior High * 7% 13 81% BA; MA 2/week 6 months Individual Clinic High Low 4.20
Therapy Male to  Caucasian;
18 199 Not
Specified
Purdue Brief Mod 82% 81% 12 Not N/A Weekly 12 weeks Individual Clinic Mod Low N/A
Family Male to  Specified
Therapy 22
Family Mod 78% N/A 11 68% MA Weekly 7to 15 Individual Clinic Mod Low N/A
Systems to  Caucasian; weeks
Therapy 20 299,
Hispanic
American
2% African
American

Note. “Mod” = Moderate; “T'rain” = Trainability; “N/A”

of information in published repotts.

= not reported; Effect sizes reported are the median effect size across all relevant studies * Could not be estimated due to lack
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only two studies that support CBT,
and those were in residential settings
only. There was no reliable support
found for Conjoint Family Therapy,
Family Drug Education, Family
Effectiveness Training, Group
Therapy, Individual Therapy,
Interactional Therapy, Multisystemic
Therapy, One-Person Family Therapy,
Strategic Structural Systems
Engagement, Supportive Therapy, or
Training in Parenting Skills in terms of
reducing substance use.

Effectiveness. CBT was only evaluated in
a juvenile detention center and in a
partial hospitalization program, and
even within these, the dropout rates
were high. There was some concern
that the positive results observed
might not be maintained in a less
restrictive environment. CBT was
used with mostly adolescent boys and
gitls, and was delivered by Master’s
and PhD level therapists. The effect
size was high, with the average child at
the end scoring better than 94% of the
pre-test scores on a measure of self-
reported drinking. Some concerns
were raised about the validity of self-
reportt as an outcome measure for
CBT.

Behavior Therapy/Management was
used with adolescents, who wetre
mostly Caucasian males and involved
2 individual sessions per week for 6
months. Therapists were Mastet’s and
BA level. Due to the comparatively
higher number of sessions, the
intervention was rated as
Moderate/Low in cost. 'The primary
outcome variable was utinalysis, and
the effect size was very high, with the
average participant at the end scoring
better than 99.9% of the pre-test
urinalysis scores.

Purdue Brief Family Therapy was used
with mostly male adolescents and
young adults in an outpatient clinic. It
meets weekly for 12 individual
sessions. No information was

available about ethnicity of the
participants or the training of the
therapists. This intervention was rated
as only moderately trainable.

Dropout rates were moderately high,
and no information was available on
effect size. Some concerns were
raised regarding the main outcome
variable, which was a self-report of
substance use problems.

Family Systems Therapy was used
with adolescents and young adults,
with weekly individual sessions for a
flexible period of 7 to 15 weeks. Like
Purdue Brief Family Therapy, this
intervention was rated as only
moderately trainable. Dropout rates
were somewhat high. This
intervention also used self-reported
estimates of substance use problems
as its primary outcome measure.

In summary, there does not seem to
be exceptionally strong support for
any single intervention for substance
use problems. Nevertheless, CBT has
been shown to be successful twice
when used in a relatively restrictive
setting and may be appropriate there.
More research is needed to address
whether CBT is an appropriate
outpatient intervention for substance
use problems. Of the Level 2
interventions, Behavior
Therapy/Management demonstrated
the largest effects and was the only
intervention that employed a more
conservative measure of outcome.
Given its support in an outpatient
setting, Behavior
Therapy/Management may be a
reasonable alternative to CBT.

School-Based Interventions

Controlled studies of interventions for
non-specific populations that were
delivered solely within a school setting
were reviewed. These interventions
were applied to a variety of identified
emotional and behavioral problems.
As noted elsewhere in this report,
these programs are not the only

interventions suitable for application
in a school setting. Many of
interventions discussed already have
been successfully applied within the
school setting. The interventions
reviewed here included: (a) Project
Achieve, (b), (c) Social Relations
Training, (d) Gottfredson’s program
for managing adolescent behavior, (¢)
Art Activity Counseling, (f) Social
Skills Training, (g) Wisconsin Farly
Intervention Program, (h) Anger
Coping-Self Instruction Training (AC-
SIT), (i) Promoting Alternative
Thinking Strategies (PATHS), and (j)
Fast Track Program.

“Overall, there were at least three
school-based programs identified as
promising for handling or
preventing disruptive behavior,
although there is some guestion
about the magnitude of their

effects.”

Efficacy. None of the interventions
identified were supported at Level 1.
AC-SIT, a manualized program for
the reduction of disruptive and
aggressive behavior, was supported at
Level 2, having been found supetior to
the Anger Coping Intervention in one
study using a compatison group
design. The PATHS program was also
supported at Level 2, having been
found superior to standard classroom
instruction in increasing children’s
ability to identify and manage
emotions. The Fast Track program
was also supported at Level 2, having
been found superior to standard
classroom instruction in improving a
wide range in indicators of functioning
including reduced conduct problems,
improved academic skills, and
increased peer interaction.

Two interventions were supported at
Level 3. Project ACHIEVE was
supported at Level 3 with a single
study demonstrating its superiority in
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Table 9. Effective School-Based Programs

Effect
Program Train Compliance Gender  Age Ethnicity Therapist Frequency  Duration Format Setting  Robustness  Cost Size
Level 2
AC-SIT High * 100% 9to 50% African N/A Weekly 18 weeks Group School Low Low N/A
Male 11 American;
50%
Caucasian
PATHS High * Both 6to  58% Teachers Three times 20 weeks Whole School Low Low N/A
11 Caucasian; per week Classroom
32% African
American;
4% Asian
American
Fast Track High * Both 1st  51% African  Teachers Two to 8 months Whole School Low Low 0.162
of. American; three times Classroom
47% per week
Caucasian;
2%
Hispanic,
Pacific
Islander
Level 3
Project High * N/A 1st 59% Teachers Daily 3 yeats Whole School Low Low N/A
ACHIEVE to Caucasian; School
3rd 38% African
of. American;
19% Other
Social High * Both 3rd 100% MA, Ph.D. Twice per 17 weeks Individual School Low Low N/A
Relations gr.  African week and Group
Ametrican

Note. “Mod” = Moderate; “Train” = Trainability; “N/A”
of information in published reports. a = Achenbach Teacher Report Form, Externalizing Scale (Achenbach, 1991).

not reported; Effect sizes reported are the median effect size across all relevant studies * Could not be estimated due to lack

16



one school to a matched compatison
school implementing treatment as
usual. Social Relations Training was
also supported at Level 3,
demonstrating in one study its
superiority to usual school counseling
services for aggressive-rejected
children.

The evidence did not establish the
efficacy of the Gottfredson et al.
(1993) program for managing
adolescent behavior due to non-
random assignment of treatment and
control conditions. In addition, thete
was insufficient evidence to
demonstrate the efficacy of Art
Activity Counseling, as only a single
study comparing the experimental
group to a non-active control was
conducted. Moreover, the evidence
did not support the efficacy of the
Wisconsin Early Intervention
Program for the reduction of
aggressive and moody/shy/withdrawn
behavior. Children in both the social
skills training condition and the
consultation only condition improved
their competencies and behavior
suggesting that the treatment was not
more effective than the placebo
condition.

Overall, there were at least three
school-based programs identified as
promising for handling or preventing
disruptive behavior, although there is
some question about the magnitude of
their effects.

Effectiveness. The AC-SIT program was
implemented at two schools to 9 to 11
year-old boys who were identified by
their teachers as the most disruptive
and aggressive in their classes. The
sample was equally divided between
African-American and Caucasian
boys. The annual family income of
the majority of participants was less
than $15,000. This short-term
treatment took place at the boys’
schools in a group format that met
weekly. In addition, teachers

completed daily monitoring and
maintenance of rewards systems. Two
co-therapists that were supervised
weekly led the groups. The training of
the two co-therapists was not
reported. Although both treatments
resulted in increased on-task behavior
and improved self-esteem, only the
AC-SIT resulted a significant decrease
in distuptive-aggressive off-task
behavior.

The PATHs manualized curriculum
was applied to 167 males and 119
females, ranging in age from 6 to 11
years. Sixty-four percent of the
children receiving the intervention
were in regular education placements,
while the other 36% were in Special
Education placements. Fifty-eight
percent of the sample were Caucasian,
32% African Ametican, 4% Asian
American, 2% Native American, and
2% Filipino American. The program
was implemented by teachers, who
received one three-day training and
weekly consultation and supervision
by a project supervisor. The children
received the lessons in 20-30 minute
intervals, three times per week.

The Fast Track program was used
with 891 behaviorally disruptive first
grade children. The sample was 51%
African American, 47% Caucasian,
and 2% Hispanic and Pacific Islander.
The sample was 69% boys. Parents
were paid for participation in
instructional and enrichment classes.
Teachers implemented Fast Track
lessons 2 to 3 times per week and
received support, consultation, and
monitoring from educational
cootdinators of the program.

Project ACHIEVE was only evaluated
in a single elementary school whose
students have predominantly low
socioeconomic backgrounds. Fifty-
nine percent of the children
participating in the program were
Caucasian, 38% were African
American, and 19% were identified as

Other. The staff at the school
received multiple school-wide
trainings followed by technical
assistance and follow-up by two
project directors. Project directors
were available on-site 2 minimum of 2
days per week. The school-wide
program lasted 3 years. The program
appeared to benefit younger children
(15t grade) more than older children
(3t grade) with respect to academic

progress.

Social Relations Training was applied
only to African American third-grade
children from a school serving
predominantly lower-middle
socioeconomic status homes. The
children were selected for participation
in the study based upon peer
nomination as aggressive and/or
socially rejected. Sixty percent of
families who were asked to have their
child participate in the study
consented. Fifty-two percent of
participating children were boys.
Psychology graduate students and one
doctoral level psychologist provided
the intervention. All staff received
two weeks of training and ongoing
supervision throughout the project.
The intervention included both
individual and group sessions and
lasted approximately 6-7 months.

Services Interventions

Controlled studies comparing the
relative benefit of using one method
of service delivery over another were
reviewed. Given the wide range of
service delivery methods, this review
should be considered a preliminary
step toward summarizing the literature
in this domain. The service delivery
methods that have been reviewed thus
far include: (a) Case Management, (b)
Multidimensional Treatment Foster
Care, (c) Community-Care Team
Treatment, (d) Inpatient Treatment,
(e) Outpatient individual
psychotherapy, (f) Family Therapy, (g)
Family Therapy plus Engagement, (h)
Group
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Table 10. Effective Services Interventions

Effect

Intervention Train Compliance Gender  Age Ethnicity Therapist Frequency  Duration Format Setting  Robustness  Cost Size
Level 2
Multi- Mod * Both 9to  85% Foster parents  Daily 9 months Foster Care  Foster Low High 0.732
dimensional 18 Caucasian; Home
Treatment 6% African
Foster Care American;

3%

Ametican

Indian
Level 3
Wrap Mod * Both 7 to 61% BA, MA, Daily Variable, = Foster Care ~ Foster Low High  0.50b
Around 15 Caucasian; Foster parents most Home
Foster Care 36% Aftrican under 18

American months

Note. “Mod” = Moderate; “Train” = Trainability; “N/A” = not reported; Effect sizes reported are the median effect size across all relevant studies. a = Elliot Behavior Checklist,
General Delinquency Scale, Elliot et al., (1983); b = Achenbach Child Behavior Checklist, Externalizing Scale, Achenbach (1991).
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Therapy, (i) Wrap-Around Foster
Care, and (j) Day Treatment.

Efficacy. Two types of foster care were
found to have evidence for their
efficacy. Multidimensional Treatment
Foster Care was supported at Level 2,
having been found superior to
community based programs for
adolescents with conduct problems in
two randomized trials. Wrap-Around
Foster Care was supported at Level 3,
having been found superior to
standard practice foster care in
reducing inattention, withdrawal, time
spent incarcerated, and number of
runaways. Wrap-Around Foster Care
petrformed equally to standard practice
foster care on all other measures of
functioning.

“Two types of foster care were found
to have evidence for their efficacy.”

The evidence did not establish the
efficacy of Case Management for
youths with setious emotional
disturbance, given the lack of
differences in youth functioning as
compared with usual care. Case
management did however
demonstrate some important
differences on other variables. For
example, children in the case
management group received setvices
at a less restrictive level and were likely
to participate in services for a longer
duration. No controlled research has
been conducted on more intensive
case management approaches, and so
their contribution to clinical outcomes
awaits future investigation.

A single study found that a short-term
engagement protocol increased
attendance and retention in a family
therapy program versus family therapy
alone.

In a separate study, there was no
evidence for the supetiority of
inpatient treatment compared with a
non-specific outpatient treatment for
adolescents, following acute

hospitalization. In fact, improvements
were more substantial in the
community group than in the inpatient
group. There was no evidence for the
efficacy of non-specific outpatient
individual therapy or day treatment.

Effectiveness. Therapeutic Foster Care
was used with 85% Caucasian, 6%
African American, 6% Hispanic, and
3% American Indian adolescents
between the ages of 12 and 17. Foster
parents received 20 hours of pre-
setvice training, participated in weekly,
supervised group meetings with a
supervisot, and could seek assistance
at any time from an on-call supervisor.
A second study of Therapeutic Foster
Care suggests that the cost of the
treatment is significantly less expensive
than residential treatment for
emotionally disturbed children.

... There was no evidence for the
superiority of inpatient treatment
compared with a non-specific
outpatient treatment for adolescents,
Jfollowing acute hospitalization. ..”

Wrap-Around Foster Care was used
with 61% Caucasian, 36% African
American, and 3% Hispanic children
between the ages of 7 and 15. Sixty-
one percent of participants were male.
All participants were in the temporary
custody of the state as part of the
foster cate system and had emotional
ot behavioral disturbances. The
children came from lower income
communities in both urban and rural
settings. A bachelot’s or master’s
degree was required for clinical case
managers. Case managers coordinated
a variety of others service providers as
deemed necessary and received
monthly supervision. The effect size
of both types of foster care was
moderate.

Bipolar Disorder and Other
Mood Problems

Intervention identified. No controlled
studies of interventions for youth
diagnosed with Bipolar Disorder or
other mood problems were found.
This section includes relevant adult
literature that may suggest promising
directions for working with youth. In
all of the studies reviewed,
interventions were adjunctive to
medication. No data on the
effectiveness of these interventions for
youth are available. The interventions
reviewed were: (2) CBT, (b) Group
CBT, (c) Interpersonal and Social
Rhythm Therapy (IPSRT).

Efficagy. IPSRT was supported at
Level 2 as an adjunctive treatment to
pharmacotherapy. This manualized
intervention proved superior to
intensive clinical management for
reducing recurrence and active
symptoms in adults. The efficacy of
CBT was not supported by the data
due to the lack of an active control
group in the one study reviewed.
Similatly, the efficacy of Group CBT
was not supported by the data due to
the lack of an active control group in
the two studies reviewed.

Schizophrenia

No controlled studies of interventions
for youth diagnosed with
schizophrenia were found. This
review therefore included relevant
adult literature that might suggest
promising directions for working with
youth having schizophrenia. In all of
the studies reviewed, interventions
were adjunctive to medication. No
data on the effectiveness of these
interventions for youth are available.
The interventions reviewed were: (a)
Family-Based Intervention (b)
Behavioral Family Management
(BFM), (c) Social Interventions, (d)
Personal Therapy, (¢) Family Therapy,
(f) Personal Therapy combined with
Family Therapy, (g) Supportive Family
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Management (SFM), and (h) Applied
Family Management (AFM).

Efficacy. A Family-Based Intervention
was supported at Level 3, having
demonstrated it superiority to
standard outpatient care in reducing
hospitalizations and relapse and
increasing months of employment.
BFM was supported at Level 3, having
demonstrated its supetiotity to
standard outpatient care in reducing
instances of symptom exacerbation.
Social Interventions were also
supported at Level 3 when used in
conjunction with medication, having
significantly lower relapse rates than
medication maintenance alone. A
second study suggests that the Family
Therapy and Relatives Group
components of Social Interventions
do not differ significantly in their
ability to reduce relapse rates.
Attendance had a significant impact in
this study such that patients whose
families did not participate in the
Relatives Group had significantly

worse outcomes.

No significant difference was found
between SFM and AFM on reducing
hospitalization. However, the data
from one study suggest that
medication compliance and continued
attendance in the maintenance phase
of treatment was predicted by
participation in either intervention.

Personal Therapy was supported at
Level 3, having demonstrated its
superiority to Family Therapy alone
and supportive therapy in reducing
psychotic relapse rates. Combining
Personal Therapy and Family Therapy
did not appear to improve outcomes.
The data from the study suggest that
Personal Therapy appears to have its
strongest impact during the first year
after discharge from the hospital as
compared with two or three years
after discharge.

Effectiveness. Given that these data
came entirely from research with

adults, effectiveness data are not
reviewed here. No assumptions
should be made about the applicability
of the efficacy findings on
schizophrenia interventions to youth
populations.

Section II: Randomized
and Controlled Medication
Research

Overview and Methods

The pediatric psychopharmacology
literature was summarized through the
synthesis of two major scientific
reviews: the May 1999 special section
of the Journal of the American Academy of
Child and Adolescent Psychiatry and the
February 2001 Technical Report on
Psychiatric Medications, ptepared by
the National Association of State
Mental Health Program Directors
Medical Directors Council and the
National Association of State
Medicaid Directors, with funding
provided by the Center for Mental
Health Services of SAMHSA.

The literature reviewed describes the
safety and efficacy of medications for
a variety of child and adolescent
neurological and mental disorders.
Prior to a medication approval by the
Food and Drug Administration
(FDA), extensive tissue culture and
animal studies are conducted to
establish probable safety, followed by
human studies with adult patients who
consent to inclusion in studies with
placebo controls and randomization to
active and placebo intervention
groups. After the human safety and
efficacy are established, the medication
may be dispensed with literature that
lists the specific indications and
disorders for which the medication
has demonstrated efficacy. Caveats in
this dispensing literature specify for
which ages the medication is not
recommended due to lack of studies;

this information is updated at least
annually in standard pharmaceutical
manuals. This approval process
requires research that includes
randomized, double-blind, placebo-
controlled (DBPC) trials which are
replicated in several studies and which
document in detail the side effects and
risks of the medication. Almost all of
this preliminary research is conducted
on adults with the problems for which
the medications are being developed.
Research has been conducted far less
frequently for specific age groups
below 12.

Improved antipsychotic medications,
anticonvulsant medications with
mood stabilizing effects and a new
generation of antidepressant
medications continue to be introduced
in the US at an ever-increasing rate.
However, studies in adolescent and
pediatric populations have only rarely
been conducted to vetify both safety
and efficacy in youth.

Pharmaceutical companies generally
are satisfied to achieve approval for
adults as this approval allows
physicians to prescribe for disorders
and populations other than those that
the original research supports. This
practice is called “off label” use. The
pharmaceutical industry is not inclined
or obligated by FDA requirements to
conduct further research. Added
costs, consent factors and parental
resistance in younger populations
related to having a child used in a
research study under the necessaty
conditions result in disincentives to
research with younger subjects.

Few studies are long-term, although
long-term safety is an important issue
with medications for disorders that
present in youth and persist into
adulthood. In the US, the FDA
approval process is more detailed and
complex, allowing many years of use
to accumulate in other countries prior
to approval for use in the US. The




FDA has an adverse reaction
reporting mechanism that continues to
collect reports of adverse reactions
and other side effects after a
medication is approved. As FDA data
accumulate, the pharmaceutical
dispensing literature and the scientific
literature are updated. This includes
changes in the recommendations for
monitoring medications. Rare adverse
effects and effects which take long
exposure to emerge often appear only
after many years. In recent years, this
process has resulted in profound
changes in prescribing practices for
medications that continue to be
approved for use. For example, in the
mid-1980s, a2 medication for
depression had setious, potentially
lethal, hematological side effects
emerge shortly after release; it was
very quickly withdrawn from the US
market. In the past three years,
pemoline (Cylert®) has changed from
an occasionally prescribed second
order medication to a rarely prescribed
long-acting stimulant medication
because of reports of a rare and
potentially lethal hepatotoxicity. The
recommendation for frequent liver
function blood tests is a further
disincentive to prescription of this
medication.

In this document, generic names of
medications are matched with their
more common brand names.
Medication management is not a
service provided in isolation from
other interventions or instead of other
interventions. Studies of combined
medication management with
intensive case management and
additional psychosocial rehabilitation
services document better intervention
compliance and better outcomes.
This guideline summatizes reviews of
the major classes of medications used
with child and adolescent mental
disorders.

The criteria for evaluating medication
efficacy and safety are similar to those

Table 11. Medication Ratings

Short Term Long Term Short Term Long Term
Efficacy Efficacy Safety Safety
epidemiological
A >2 RCTs >2 RCTs >2 RCTs data; minimal FDA
incident reports
B 1 RCT 1 RCT 1 RCT 1 RCT

Uncontrolled

findings findings

Uncontrolled

Uncontrolled
findings

Uncontrolled
findings

RCT = Randomized Clinical Trial; FDA= Food and Drug Administration. The table above is adapted with
permission from Jensen et al. (1999), Psychoactive Medication Prescribing Practices for U.S. Children: Gaps Between
Research and Clinical Practice, Journal of the American Acadeny of Child and Adolescent Psychiatry, 38: 557-565.

outlined in section I for psychosocial
interventions and services. Briefly,
these require at least two randomized
controlled trials in youth for the
highest efficacy and short-term safety
rating (A) and epidemiological
evidence and/or minimal adverse
incident report to the Food and Drug
Administration for the highest long
term safety rating (A). A single
randomized controlled trial in youth
or mixed results from several trials
earn a rating of B for safety and
efficacy. The lack of any controlled
evidence in youth earns a rating of C.
Thus, A would be similar to a Level 1
rating in the section above, B would
be similar to a Level 2 or 3 rating, and
C would be similar to a Level 4 rating
from section 1. Different classification
labels (A, B, C, instead of Levels 1.
through 5) were maintained to
emphasize the fact that different
review methodologies were employed
across psychosocial interventions and
psychopharmacology, with the Section
I review being the most scientifically
consetvative and telying only on
exhaustive review and coding of
original research. The
psychopharmacology subcommittee
continues to review and incorporate
new research to update the summary
that follows.

Results

Psychostimulants

The medications of this class have
similar side effects and safety. All
have been in use in the US for more
than twenty years. This class includes:

®  Methylphenidate, available as
Ritalin® and numerous
generic brand names,

*  Dextro-amphetamine,
available as Dexedrine®, and
mixed salts of dextro-
amphetamine and inactive
levo-amphetamine, available

as Adderall® and

= Pemoline, available as
Cylert®.

The literature of over 160 replicated
randomized controlled trials
demonstrate robust short-time efficacy
and a good safety profile when used
for the symptoms of Attention Deficit
Hyperactivity Disorder (ADHD); five
of these studies were conducted in
preschool age children. Few studies
lasting longer than 24 months have
been conducted which demonstrate
longer-term efficacy. Side effects are
manageable with monitoring, dose and
timing adjustment and matching
medication to the needs of the patient.
Generally, patients continue to
respond to the same dose over time
without a need to increase the dose;
there is little evidence for the
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development of tolerance. As most of
these medications have rapid
absorption and rapid metabolism, they
are short in duration with onset of
effect within 30 minutes, peak within
one to three hours, and rarely have an
effect beyond five hours. Thus, most
patients require multiple doses and
demonstrate some “roller-coaster”
effect; some have a “rebound” effect
with short-term intense “wear off”
effects. These effects are related to
the short duration of effect and
account for much of the reported
poor compliance with use as
prescribed on a multiple-dosing
schedule. A multiple dosing of
schedule II controlled medications
also complicates management in
schools, leading to further problems
with compliance. Thus, compliance
with the multiple doses that produce
improved school and home behavior
and performance is a concern with
these short-acting medications.

Stimulant-related adverse effects may
occur early in intervention and are
generally mild, short-lived, and
responsive to dose and timing
adjustments. Severe adverse effects,
which necessitate discontinuation of
medication, occur in less than 10% of
patients. The most common adverse
effects are delayed sleep onset,
reduced appetite, stomachache,
headache, and jitteriness. Rare side
effects include perseverative
behaviors, cognitive impairments, and
motor and/or vocal tics, which usually
respond to dose and timing
adjustments. Hallucinosis, psychotic
reactions, and mood disturbance have
been reported only in overdoses and
in patients receiving high doses of
stimulants.

Abuse is a concern, although
emergency room reporting in the
Drug Abuse Warning Network
documents the prescription stimulant
abuse rate at less than 1/40th of the
rate for cocaine. Abusers generally

prefer substances, which produce
euphoria such as methamphetamine
and cocaine. The majority of studies
do not suggest that the use of
prescribed stimulants for ADHD
increases the tisk of abuse.

Pemoline is the only stimulant that has
a longer effect than the approximately
five-hour effect described with
methylphenidate and dextro-
amphetamine. Long-term use of
pemoline has been associated with
rare, but increased, risk of
hepatotoxicity, which has resulted in
cautionary recommendations for
frequent liver function testing as noted
in the Introduction.

Methylphenidate has recently been
released in a longer-acting product,
Concerta®, which may improve
compliance with stimulant medication.

In the NIMH Collaborative Multisite
Multimodal Treatment Study (MTA)
of children with ADHD, compliance
was highest in the study group
receiving monthly physician
monitoring, school and family
behavioral management training,
Compliance studies with a vatiety of
medications demonstrate improved
compliance with less frequent dosing;
once a day dosing produces the
greatest rate of compliance.

Monitoring of stimulant medication
includes observation and mental status
monitoring as well as focused physical
examinations with particular attention
to movement disorders, tics, tremots,
and a regular schedule of monitoring
heart rate and blood pressure as well
as stature and weight changes. After
titration to an effective dose and
timing schedule, monitoring can be
reduced to less than five follow-ups
per year, with parents and teachers
aware of the medication and potential
adverse effects. The regularity of
schedule follow up is a factor in
improving compliance. Parent and
teacher completion of rating scales

and school progtess repotts are
important components of assessing
the effects of stimulants and other
interventions. Continuous
performance testing may also be
helpful in documenting changes in
inattention, impulsivity, and
distractibility related to medication
dose and timing,.

Tricyclic Antidepressants

The medications of this class have
been in use for more than twenty
years. Tricyclic antidepressants
(TCAs) affect a number of
neurotransmitter/teceptor systems in
the central nervous system, but their
action is believed to be primatily based
on effects on the serotonergic system.
This class includes medications such
as the following (not a complete
listing), which are all available in
generic form:

*  Imipramine (Tofranil®), the
most-studied TCA,

*  Desipramine (Norpramin®),
*  Amitriptyline (Elavil®),
*  Norttipyline (Pamelor®), and

*  Clomipramine (Anafranil®),
a TCA with many specific
studies related to obsessive-
compulsive disorder.

Early research in child and adolescent
mental disorders investigated
imipramine in DBPC studies of
efficacy with school phobia and
separation anxiety; imipramine was
supetior to placebo in reducing anxiety
and school refusal. Subsequent
studies were conducted, investigating
imipramine and desipramine for
ADHD in comparisons with placebo,
methylphenidate and clonidine in
patients randomly assigned to
intervention ot placebo groups;
imipramine and desipramine proved
supetior to placebo and variable in
efficacy relative to methylphenidate,




with all three active medications
superior to placebo. Many other
DBPC studies have been conducted
with imipramine, desipramine,
amitriptyline, and nortriptyline for
efficacy with major depressive
disorders; all of these TCAs studies
demonstrated supetiotity to placebo in
reducing depressive symptomatology.

Clomipramine has been investigated in
DBPC and double-blind crossover
studies for efficacy with obsessive-
compulsive disorder, depression, and
autistic disorder. Clomipramine had
supetior efficacy to placebo and to
desipramine in four studies for
depression and one study for
ritualized, repetitive behaviors of
autism. Many DBPC studies have
demonstrated the efficacy of
imipramine for control of nocturnal
enuresis.

Despite demonstrable efficacy for a
number of child and adolescent
mental disorders in randomized
controlled studies, concerns petsist
about the safety of these medications
in children. Overdoses of these
medications are potentially lethal.
Cardiovascular adverse effects have
been reported including rare reports of
sudden death in youth treated with
desipramine and imipramine. Similar
arrhythmias have been noted with
clomipramine including persistent
tachycardia. Sweating, dry mouth,
urinary retention, and constipation are
reported adverse effects with this class
of medications. Psychiatric and
medical complications can include
serotonergic syndrome and induction
of mania.

With the availability of a new
generation of medications with
potential efficacy in the same disorders
and a much-decreased incidence of
adverse reactions, these medications
have become useful only after
intervention failures or for specific
contra-indications with other safer

medications. These medications
require careful monitoring for medical
and psychiatric adverse reactions.

Nontricyclic Antidepressants

This group includes medications with
greater neurotransmitter and receptor
specificity in the nervous system than
the TCAs, which affect multiple
neurotransmitters and receptor sites;
with this greater specificity, fewer
unwanted effects occur. This class
includes:

" Selective serotonin reuptake
inhibitors (SSRIs; partial

listing)

1. Fluoxetine (Prozac®)

2. Sertraline (Zoloft®)

3.  Fluvoxamine (Luvox®)
4. Paroxetine (Paxil®)

5. Citalopram (Celexa®)

®  Other antidepressant
medications, affecting
alternative
neurotransmittet/ receptot
systems (partial listing)
1.  Bupropion

(Wellbutrin®)

2. Venlafaxine (Effexor®)
3. Nefazodone (Serzone®)

®*  Monoamine oxidase
inhibitors (MAOIs; partial
listing)
1. Phenelzine Nardil®)

2. Tranylcypromine

(Parnate®)
3. Pargyline (Eutron®)

With SSRIs, the majority of the studies
involve the efficacy of fluoxetine for
the intervention of major depressive
disorders. The data in double-blind,
placebo-controlled studies support the
effectiveness of SSRIs in the short-
term intervention of relatively severe,
persistent major depressive disorders
in children and adolescents.
Fluvoxamine and sertraline have been

studied in DBPC studies involving
children and adolescents with
obsessive-compulsive disorder with
demonstrated supetiority in symptom
reduction compared to placebo. Both
are approved for the intervention of
obsessive-compulsive disorder in
children. A single DBPC study of
fluoxetine supports effectiveness with
selective mutism in children aged 5 to
14. For Tourette’s disorder and
ADHD, the data for effectiveness for
SSRI intervention is mixed and lacks
DBPC studies.

The second group including
bupropion, venlafaxine and
nafazodone are not impressive for
child and adolescent patients with
ADHD, depression, or anxiety in
published studies. Almost all of these
studies are small, open label, and lack
controls, except for a single
unreplicated DBPC study of
bupropion demonstrating efficacy for
ADHD.

With MAOIs, adult experience
reserves the use of MAOIs to TCA-
refractory severe psychiatric disorders
in adults. These medications require
careful attention to the avoidance of
foods and medications containing the
amino acid tyramine, which in
combination with MAOIs may
precipitate potentially lethal
hypertensive crises. Newer MAOIs
with reduced risk of food and
medication interactions are under
investigation in Europe. Only five
limited studies of MAOI use in
children have been published.

Few data are available on the safety of
SSRIs, MAOIs, and bupropion,
venlafaxine, and nafazadone in
children and adolescents. Bupropion
in high doses has been reported to
increase the risk of seizures. All of the
currently available antidepressants
have a risk of induction of mania.
Many of the SSRIs and TCAs have a
risk of the emergence of a
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serotonergic syndrome. In addition,
there are concerns that efficacy studies
in adults may not be appropriately
generalized to children with differing
metabolisms, differing presentations,
and possibly differing etiologies for
similatly presenting disorders.

Mood Stabilizers

During the 1980s and 1990s, the
efficacy of anticonvulsant mood
stabilizers in adult bipolar disorder was
demonstrated in multiple DBPC
studies, adding these medications to
lithium and antipsychotics as effective
medications for bipolar disorder. The
mood stabilizers include:

*  Lithium salts (Lithobid®,
Eskalith®, Lithonate®)

®*  Anticonvulsants

1. Carbamazepine

(Tegretol®)
2. Valproate (Depakote®
and Depakene®) and

3.  Novel anticonvulsants
including gabapentin
(Neurontin®) and
lamotrigine (Lamictal®)

These medications have been studied
for use in treating bipolar disorder,

conduct disorder, severe aggression,
and ADHD.

Lithium previously was the most
commonly used FDA approved
medication for bipolar disorder before
the anticonvulsant mood stabilizing
effect was demonstrated. Only a
single lithium study appears which is
DBPC and demonstrates efficacy of
lithium with bipolar disorder in
adolescents. The FDA has approved
lithium for adolescents who are 12 or
older for the indication of bipolar
disorder. Lithium use requires lithium
blood level monitoring and blood tests
for renal and thyroid toxicity on a
regular schedule. Overdose is
potentially lethal.

Regarding Carbamazepine (CBZ) and
valproate, there are two NIMH
ongoing controlled studies of mood
stabilizers in adolescents. Four DBPC
studies on children and adolescents
with aggression and conduct disorder
have mixed results. Carbamazepine
has been used for seizure disorders for
many years and its safety and side
effects are well documented.
Common side effects include
drowsiness, loss of coordination, and
vertigo. Rarely, hematological,
dermatological, hepatic, and pancreatic
effects occur. The FDA labeling does
not include approval for any
psychiatric disorders although the
adult literature has demonstrated its
effectiveness for bipolar disorders in
DBPC studies. Valproate also has a
long history as an anticonvulsant with
known side effects. Common side
effects include sedation, nausea, blood
dyscrasias, tremor, and weight gain.
Rarely, hepatotoxicity has occurred in
vety young children, predominantly
those under two years of age, who
have seizures and other complex
medical problems. Psychiatric use of
valproate generally has not involved
children this young. A metabolic
syndrome with obesity,
hyperinsulinism, lipid abnormalities,
polycystic ovaries, and
hyperandrogenism has been reported
in women under 20 who have been
treated with long-term valproate for
seizures.

Lithium, CBZ, and valproate require
regularly scheduled and careful
medical monitoring, blood levels, and
laboratory tests for adverse effects.

Novel anticonvulsants including
gabapentin (Neurontin®) and
lamotrigine (Lamictal®): These
medications lack data for efficacy in
child and adolescent mental disorders
in DBPC studies. Although there are
many open trials and case studies
presented in the literature and the
disorders for which these medications

are prescribed ate considered severe,
chronic, or intractable, insufficient
data exist concerning both efficacy
and safety.

Antipsychotics

Antipsychotics are used in children
and adolescents for psychotic
disorders and a variety of more severe
and intractable disorders including
autism, Tourette’s disorder, and
disorders in the mentally retarded that
include severe behavioral and mood
disorders and psychosis. These
medications include:

=  First generation
antipsychotics (partial listing)
Halopetidol (Haldol®)

2. Clorpromazine

(Thorazine®)
3. 'Thiothixene (Navane®)
4. Pimozide (Orap®)
5. Thioridazine (Mellaril®)

*  Atypical antipsychotics

(partial listing)

1. Clozapine (Clozatil®)

2. Risperidone

(Rispetidal®)

3. Olanzapine (Zyptexa®)

4.  Quetiapine (Seroquel®)
Over 68 well-designed efficacy studies
with DBPC and crossover studies
comparing antipsychotics have been

published.

Autism: Studies targeting stereotypies,
self-injurious behaviors, aggression,
temper tantrums, and hyperactivity
have demonstrated the supetiotity of
haloperidol over placebo in children
from 2 to 8 years of age. Other open
label medication trials are suggestive
that other antipsychotics, including
two of the atypical antipsychotics,
have similar efficacy, but these studies
lack the scientific rigor of the
haloperidol studies.
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Schizophrenia: Many well-designed
studies confirm the superiority of
haloperidol over placebo in
adolescents with this disorder. A
single DBPC study involving children
from 5.5 to 11.75 years of age also
demonstrated haloperidol superiority
over placebo for controlling psychotic
symptomatology. Other more limited
studies have compared haloperidol
with other first generation
antipsychotics; haloperidol and the
compatison antipsychotics were
similarly effective and had similar side
effects. Sedation and the development
of parkinson syndrome are the most
common adverse effects; however,
serious long-term and potentially
irreversible extrapyramidal effects such
as tardive and other dykinesias remain
a concern with the first generation
antipsychotics. Generally, they are less
effective with the negative signs of
schizophrenia. Clozapine has been
compared with haloperidol in a DBPC
study involving adolescents and is
superior to haloperidol on all
measures of psychosis including
negative signs. The incidence of
extrapyramidal side effects is rare with
clozapine; however, seizures,
neutropenia, and other hematological
complications are increased in
incidence with clozapine use.
Risperidone, another atypical
antipsychotic with a similar profile to
clozapine, is associated with a higher
rate of extrapyramidal complications
but fewer hematological
complications. Weight gain and an
increased risk of developing diabetes is
a concern with most of the first
generation and atypical antipsychotics.

Tourette’s disorder: Three DBPC
studies demonstrate supetiotity of
antipsychotics over placebo for
control of the motor and vocal tics of
Tourette’s disorder. Most of the
published research on antipsychotic
efficacy in Tourette’s disorder involves
either haloperidol or pimozide, both

of which have similar efficacy.
Pimozide, has, in addition to the
above-noted adverse reactions, the
potential for serious arrhythmias,
which necessitate ECG monitoring
before intervention, petiodically
during intervention, and at dose
changes.

Conduct disorder: The use of an
antipsychotic medication in the
intervention of a conduct disordered
youth is justified only in situations
with co-occurring severe and
intractable disorders such as psychosis
ot Tourette’s disorder that are not
responsive to other interventions and
medications with lower risk for
adverse reactions. Haloperidol has
demonstrated superiority over placebo
in controlling the severe
aggressiveness of some conduct-
disordered youth in a DBPC study.
Compatison with lithium: lithium has
demonstrated a similar efficacy as
haloperidol and superiority over
placebo. Other first generation
antipsychotics, including thioridazine
and molidone have a similar efficacy
reported in less tigorous studies.

Mental retardation: Hyperactivity and
aggressiveness respond moderately to
haloperidol and thioridazine in DBPC
studies. The halopetidol study
patients were adolescent and older,
and the thioridazine study included
patients between 4.1 and 16.5 years
with a mean age of 10.0 years.

ADHD: DBPC studies in the 1970s
demonstrated superiority of
chlorpromazine, halopetidol and
thioridazine over placebo in
controlling hyperactivity and
aggression. In this age, the use of an
antipsychotic in the intervention of
ADHD is justified only in situations
with co-occurring severe and
intractable disorders such as psychosis
or Tourette’s disorder that are not
responsive to other medications with
lower risk for adverse reactions.

Antipsychotics have significant risks of
adverse effects and require careful
medical and psychiatric monitoring. A
thoughtful risk/benefit analysis is
appropriate and usually limits the use
of these medications to intervention
of specific severe and intractable
disorders.

Anxiolytics and Others

Many other medications have been
prescribed for child and adolescent
mental disorders. Few DBPC studies
are reported, but the scant information
from the literature is summarized by
various classes of medications.

*  Benzodiazepines
1. Alprazolam (Xanax®)
2. Clonazepam
Klonopin®)
3. Diazepam (Valium®)
4. Midazolam (Hypnovel®)

= 5-HTia agonists
1. Buspirone (Buspar®)

*  B-blockers
1. Propranolol (Inderal®)

2. Metoprolol
(Loptessor®)

3. Nadolol (Corgard®)

*  o-adrenergic agonists
1. Clonidine (Catapres®)
2. Guanfacine (Tenex®)

= Opiate antagonists
1. Naltrexone

Although benzodiazepines have been
prescribed for children and
adolescents, only clonazepam and
alprazolam have been demonstrated to
have superiority over placebo in
DBPC studies for panic disorder and
anxiety disorders. Anxiety associated
with medical procedures responds to
midazolam in DBPC studies; this
medication is available only as a
parenteral injection solution.
Generally, these medications are safe




Table 12. Summary of Evidence in Pediatric Psychopharmacology

Level of Supporting Data *

Category Indication Short-Term Long-Term Short-Term Long-Term
8013 Efficacy Efficacy Safety Safety
Stimulants ADHD A B A A
Major depression B C A C
SSRIs OCD A C C
Anxiety disorders C C C
Central adrenergic Toutette’s disorder B C B C
agonists ADHD C C c C
Valproate and Bipolar disorders C C AP Ab
carbamazepine Aggressive conduct C C A AP
Major depression C C B
TCAs
ADHD B C B
Benzodiazepines Anxiety disorders C C C C
Chﬂc}llhood schizophrenia & B C C B
Antipsychotics psychoses
Toutette’s disorder A C B B
Bipolar disorders B C B C
Lithium
Aggressive conduct B C C C

Note: SSRI = selective serotonin reuptake inhibitor; TCA = tricyclic antidepressant; ADHD = attention-deficit hyperactivity disorder; OCD = obsessive-

compulsive disorder.

* A = adequate data to inform prescribing practices; for efficacy and short-term safety: = 2 randomized controlled trials (RCTs) in youth; for long-term safety:
epidemiological evidence and/or minimal adverse incident report to the Food and Drug Administration. B = for efficacy and short-term safety: 1 RCT in

youth or mixed results from > RCTs. C = no controlled evidence.
b Safety data based on studies of children with seizure disorder.

The table above is adapted with permission from Jensen et al. (1999), Psychoactive Medication Prescribing Practices for U.S. Children: Gaps Between Research and Clinical
Practice, Journal of the American Acadeny of Child and Adolescent Psychiatry, 38: 557-565.

and non-lethal even in overdose. The
major side effects are drowsiness and
sedation. In adults on long-term
medication, there are concerns about
the development of tolerance and
dependency; this concern has not
been adequately addressed in studies
in children and adolescents.

Buspirone has been studied in open
trails for anxiety, aggression, pervasive
developmental disorders, and ADHD,
but no DBPC studies have
demonstrated efficacy for these or any
other mental disorders of childhood
or adolescence. Medications of this
class are generally quite safe with only
mild side effects of dizziness,
stomachache, sedation, asthenia, or
headache. Thete are no problems

with withdrawal even after prolonged
use.

The beta-blockers have been used for
children and adolescents with anxiety
and dyscontrol with aggression, but no
systematic DBPC studies have been
published. Adverse reactions include
sedation, hypotension, bradycardia,
and bronchoconstriction. There are
reported concerns that growth
hormone regulation may be disrupted,
leading to over-release of growth

hormone.

Clonidine and guanfacine are o.-
adrenergic agonists that have been
used to treat hypertension since the
1960s. Since the 1970s, these
medications have been used in
Tourette’s disorder, ADHD, ADHD
complicated by Tourette’s disorder or

motor tics, autistic disorder,
aggression, and sleep disorders related
to stimulant intervention. DBPC
studies have produced inconsistent
results with these disorders. Adverse
effects include cardiac arrhythmias,
particularly when these medications
are used in combination with others
medications. Sudden deaths have
been reported in children receiving the
combination of methylphenidate and
clonidine. Less setious adverse effects
include sedation and hypotension.

Naltrexone is an opiate antagonist.
Four DBPC studies demonstrate
superiority over placebo in reduction
of hyperactivity associated with
autism. No significant effect on
reduction of self-injurious behavior
has been substantiated. There are no




long-term studies on the safety of
naltrexone in children; adult use has
been associated with hepatotoxicity in
patients with a history of alcohol and
drug abuse. Common mild side
effects include drowsiness, anorexia,
and vomiting. A single study on the
use of naltrexone in Rett’s disorder
was associated with a more rapid
decline in motor performance and a
more rapid progression of the disorder
in ten patients in the intervention
group compared to a control group.
Thus, the use of naltrexone is
contraindicated in children with Rett’s
disorder.

Section III: Consensus
Summaries

Methods

Section III consists of a review of
uncontrolled research on topics that
were nominated by non-members of
the committee. For a topic to be
considered, it first had to be judged
critical to the functioning of child
mental and behavioral health systems
in the state of Hawaii. Consistent with
the original recommendations of the
APA Task Force on Psychological
Intervention Guidelines (1995), topics
were reviewed here only in the
absence of unambiguous controlled
research. In other words, if any such
topic were possible to review in
Section 1, it was subject to that more
rigorous methodology, and was not
included here. In the event that strong,
controlled research emetges on any of
the following topics, the
corresponding summary in this section
will be removed and the topic will
“graduate” to Section L.

These reviews represent informed
consensus statements. They were
completed by conducting a thorough
search of the scientific literature on the
proposed topic, which was read and
discussed by members of the

committee. Recent scholarly review
papers in peer-reviewed journals were
prioritized as sources of information,
and these were supplemented when
possible by original uncontrolled
studies.

It should be noted that due to the
nature of the literature reviewed and
methodology behind issuing a
consensus statement, these statements
should be interpreted with great
caution. Expert review is a setious
departure from the methods of
science. Numerous times in the
scientific literature expert consensus
and even correlational research have
been proven false by subsequent
controlled tests. Until such tests
emerge, however, the following
statements are those in which we are
left to place our highest relative
confidence.

Results

Seclusion and Restraint

Restraint is the involuntary
immobilization of a person through
the use of chemical, physical or
mechanical means.

Seclusion 1s the involuntary
confinement of a person in a room
alone so that the person is physically
prevented from leaving.

The use of seclusion or restraint is
indicated when dangerous behavior to
self or others must be prevented and
when measures promoting the child’s
self-control or less restrictive options
have failed or are impractical. At no
time should the seclusion or restraint
be considered a therapeutic modality.
Rather, they are measures employed
when an intervention has failed. There
is little agreement regarding the utility
and benefit of seclusion and restraint
for children and adolescents. The
collective research suggests that
restraint and seclusion do not result in
a reduction in incidence of aggression.

The use of physical testraint and/or
seclusion has multiple harmful effects
including: increase potential for injury
to staff and client, potential for actual
or perceived abuse of children by staff,
provoke running away, trigger
increased physical aggression, increase
self-destructive behavior, contribute to
sensory deprivation effects, physical
and mental detetioration and re-
traumatize post-traumatic clients.

Research has shown that the
development and implementation of
policy can lead to a reduction in the
use of seclusion and restraint. For
example, the State of Pennsylvania
implemented new policies regarding
the use of seclusion and restraint,
which was followed by a 65%
reduction in incidents of restraint and
a 70% reduction in incidents of
seclusion. Massachusetts enacted a
statewide law that regulated the use of
restraint that also lead to a decreased
rate of seclusion and restraint. In a
psychiatric hospital in Virginia the
administration introduced the concept
of a multidisciplinary Behavior
Management Committee to review
incidences of restraint and seclusion
and modify individualize plans as
needed; this strategy led to an 89%
reduction in the monthly use of
seclusion and restraint.

Alternative behavioral strategies can
be effective in helping to avoid or
reduce the need for seclusion and
restraint. Various lines of research
show that the escalation of challenging
behaviors can be reversed through
positive procedures if they are used
approptiately and systematically.
Prevention of aggressive behavior
begins during admission and
continues in a format of ongoing
assessment and throughout the
intervention. Research has shown that
the use of a token economy of
rewards for positive behavior has led
to reduction in the use of seclusion
and restraints. In other research,
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intensive staff training to support a
restraint-free environment led to a
98% reduction in restraint and a 50%
reduction in seclusion. Providing
children with explicit instructions on
the behavioral conditions that would
terminate seclusion and restraint led to
a 64% reduction in the use of these
aversive techniques.

Differential reinforcement procedures
(i.e., selective ignoring of unwanted
behaviors and rewarding alternative
behaviors) appear more effective in
producing long-term improvements in
behavior than reacting to the behavior
in a punitive manner. Providing
developmentally approptiate
instruction in anger management and
social skills also appears to help
children and adolescents manage
future crises.

There is evidence to suggest that, in
addition to specific training,
appropriate work environment (e.g.
staff/client ratio) contributes to the
ability of staff to implement positive
procedures.

Staff training also affects the rate of
seclusion and restraint. In some
research, lack of training has led to
reliance on unnecessarily restrictive
interventions. Staff who have less
exposure and training with regard to
managing disruptive, aggressive
behavior are more likely to rely on
physical control. The inconsistency in
the application of seclusion and
restraint suggests that there must be
consistency in the criteria for their use.

In terms of risk, the inappropriate use
of seclusion and restraint has led to
death through asphyxiation, airway
obstruction, arrhythmias, vasovagal
hyperactivity, pulmonary emboli and
other fatal cardiovascular interactions.
In the event that a child is exhibiting a
behavior that is a danger to self or
others and restraint or seclusion is
necessary, staff must be trained in
specific strategies that are

developmentally appropriate for
carrying out seclusion and physical or
chemical restraint.

Neuropsychological
Assessment

Neuropsychological assessment is a
method designed to examine highly
integrative cognitive functions, such as
intelligence, as well as discrete and
specific cognitive operations, such as
visual, auditory, tactile perception,
linguistic functioning, and memoty.
Traditionally, neuropsychological
assessment has been employed in two
major areas. The first area involves
the need to characterize the cognitive
consequences of head injuty, stroke,
and diseases that affect neural tissue in
order to facilitate rehabilitation
planning and decision making
regarding educational, employment, or
living arrangements. The second area
involves the determination of the
organic determinants of particular
problems or syndromes.

More recently, such assessment
strategies have also been employed in
the context of evaluating learning
disabilities. In this context,
neuropsychological assessment is used
to identify specific cognitive
processing deficits that can become
the target for cognitive and meta-
cognitive interventions.
Neuropsychological assessments may
not be of incremental value when a
comprehensive educational
assessment has already been
performed, unless there are
compelling signs of injury or delay not
accounted for in previous assessments.

Finally, neuropsychological assessment
has recently been used to evaluate
attention-deficit hyperactivity disorder
(ADHD). Research to date suggests
that the ecological validity of
neuropsychological approaches with
ADHD may still be unsatisfactory. In
general, research regarding the
assessment of ADHD points to the

relative importance of observing target
behaviors in natural settings and the
use of more parsimonious, evidenced-
based assessment tools.

In all areas, advances in the precision
of neuropsychological assessment
strategies have outpaced the
knowledge regarding how such
assessments actually inform the design
of proven interventions. Additional
progress in the development of
cognitive rehabilitation strategies
would be needed to justify their use of
problems or syndromes for which
evidenced-based interventions already
exist. It follows that
neuropsychological assessment should
be employed judiciously and only
when the following conditions are
met:

1. when evidence-based
instructional interventions
and related supportive
services have been attempted
without successful outcomes,

2. when there is clear evidence
that available alternative
strategies are inapproptiate or
insufficient given the nature
of the problem,

3. when the assessment results
will have a clear effect in
deciding which interventions
will be employed, and

4. when circumstances warrant
a larger evaluation, which
may include, but is not
limited to and does not
requite, such elements as
prior cognitive testing,
psychiatric or psychological
clinical assessment, physical
examination and/or medical
tests.

Reactive Attachment
Disorder

Reactive Attachment Disorder is
defined in the Diagnostic and
Statistical Manual of Mental




Disorders, Fourth Edition (DSM-1V)
as a disorder with markedly disturbed
and developmentally inappropriate
social relatedness in most contexts
that begins before age 5 years and is
associated with grossly pathological
care. There is a reasonable theoretical
history behind the concept of
attachment disorders. However, the
evidence base is rather lacking.
Specifically, no studies exist regarding
the reliability of validity of reactive
attachment diagnoses. Such an
absence of evidence calls into question
the utility of reactive attachment
disorder as a descriptor of children’s
problems, particulatly given the
similarity of the appearance of these
problems with other, much better
understood problems, such as
oppositional defiant disorder and
anxiety disorders.

Further, those who have studied
attachment estimate the population
base rates for reactive attachment
disorder at approximately 1 in 30,000
(although arguably such estimates are
ambiguous, given the controversy
over the validity of reactive attachment
disorder itself). Assuming the validity
of the diagnosis, this statistic would
imply that for the 184,375 children in
Hawaii public schools, that number
would be 6.14, or about 6 children.

Perhaps most at issue with the
concept of reactive attachment
disorder is its lack of utlity from the
perspective of evidence-based
practice. There are no studies of the
treatment of disorders of attachment,
and thus the label of reactive
attachment disorder suggests little in
terms of a credible plan of action. It is
the opinion of our review team that in
such instances, it is better to employ
those evidence-based interventions
that would be appropriate for the
primary behaviors associated with a
child’s impairment. For example,
aggression believed to be influenced
by attachment issues would be treated

similar to any other aggression; anxiety
believed to be influenced by
attachment issues would be treated
similar to any other anxiety. This
approach appears particularly
promising, given the observations
from those studying attachment
problems that problems with
attachment rarely occur in the absence
of a comorbid diagnostic condition.
Thus, children who have co-occuring
depression, for example, should be
treated for their depressed mood using
the relevant evidence-based
interventions.

This is not to say that that attention to
attachment issues is never warranted.
Indeed, for some children, such issues
may affect youth outcomes, even
within the context of existing
evidence-based approaches. However,
given the data available so far, it seems
that these cases would be exceedingly
rare, and thus the practitioner is
encouraged to utilize mainstream
evidence based approaches as the first
line of intervention.

Plethysmographic
Assessment

The penile plethysmograph is a
physiological test designed to measure
sexual arousal in males by tracking
blood flow to the penis. The penile
plethysmograph is currently used in
the assessment and treatment of adult
and juvenile sex offenders in clinical
and legal situations (Barker & Howell,
1992; Kaemingk et al., 1995). Serious
concerns have been raised regarding
the appropriateness of using this
instrument for clinical and legal
purposes in recent years (Simon &
Schouten, 1993). Specifically, these
concerns center on issues of
standardization, reliability, and
predictive validity.

The methods used with the
plethysmograph vary widely across
settings including the types of stimuli
used (audio or visual), content of

stimuli, duration of presentation,
scoring, and training of the assessor
(Barker & Howell, 1992). This is
problematic from a measurement
standpoint in that data from these
assessments can be interpreted very
differently depending upon the
conditions under which they were

administered.

The issue of the participant’s ability to
alter the outcome of the assessment
instrument is also of concern with this
instrument, especially given the
circumstances under which such an
assessment might be conducted. An
individual being assessed to determine
the likelihood that he will re-offend
will be motivated to suppress any
socially inappropriate responses. Such
attempts to voluntarily control
erection, as measured by the
plethysmograph, have been shown to
be effective in producing negative test
results (Simon & Schouten, 1993). In
this way, the plethysmograph is
susceptible to the effects of social
desirability in a manner similar to self-
report measures.

A limited amount of research has
investigated whether scores from a
plethysmographic assessment can
discriminate sex offenders from non-
offenders or help to identify the
gender and age of the target victim.
Given the numerous concerns about
standardization and measurement,
there is no surprise that the outcome
data from plethysmographic
assessment have generally been poor,
with relatively high levels of both false
positives and false negatives. For
example, Simon and Schouten (1991)
cite data suggesting that between 42
and 80% of pedophiles and incest
offenders were classified as having
normal or nondiscriminating profiles
while 33% of non-offenders were
assigned rapist profiles. Similarly, there
are data suggesting that non-offending
males have been found to
demonstrate some level of sexual




arousal to stimuli containing young
children (Langevin, 1989).

Limited research has been conducted
on the use of the plethysmograph with
juvenile sex offenders. Issues such as
the physical discomfort associated
with using the device, and the
exposure to sexually explicit stimuli are
of increased concern when applied to
youth without sufficient evidence to
suggest that the data gathered from
this type of assessment is valid. Ina
study of adolescents charged with or
convicted of sexual offenses, ages 13
to 17, it was found that being younger
was associated with increased erectile
response (Kaemingk et al., 1995).
Possible explanations for this finding
are that youth in their early
adolescents may be more responsive
to the instrument itself being placed
on them or they may be less able to
repress their arousal to inappropriate
stimuli as compared with older
adolescents. This suggests that
developmental level complicated
interpretation of the data.

The literature review suggests that
there are currently too many concerns
regarding this type of assessment the
data it generates in a youth population.
Further, the absence of a body of
systematic research demonstrating the
appropriateness and safety of using
the plethysmograph with children and
adolescents suggest that this particular
application should be considered
experimental at this time. Any use of
this instrument should take into
account these issues, should
incorporate appropriate safeguards for
any possible harm, and draw only
tentative conclusions based upon its

findings.

Conclusions and Future
Directions

The primary goal of the present
document is to summarize what we

know as the most promising
psychosocial interventions for
children, using the best information
available. It is the recommendation of
this Commiittee that the information
summarized here continues to be
translated into service policy, to ensure
the best possible chance for children
with mental health and behavioral
problems. This information is meant
to serve as a reference guide to foster
progress and learning regarding what
is best for children in Hawaii. During
the next biennium, there are plans to
develop a sophisticated data reporting
system to facilitate the rapid and
timely retrieval of the most up-to-date
information summarized by this
committee.

This review of the literature is part of
an ongoing process and reflects only
what is currently known in treatment
and intervention outcome research,
and thus it is incomplete in several
regards. For example, a small but
important number of children
receiving behavioral and/or mental
health services may present other
problems than those reviewed here.

The Committee agreed that future
reviews might devote more attention
to eatly intervention research
(intetventions for at-risk children) and
eventually primary prevention
(interventions for all children). For
example, a great deal of effective eatly
intervention and prevention programs
were not reviewed in this repott.
Similarly, the task of reviewing
interventions for new areas will need
to continue, as it will for newly
emerging interventions in those areas
already examined.

In still other areas, the data are simply
incomplete. For example, there is a
great deal of concern regarding the
optimal strategies for handling co-
occurring problems in youth, and yet
very few studies present credible
comparative tests of strategies for

handling such co-occurrence.
Individuals are advised to use their
best clinical judgment under these
circumstances, until a clearer empirical
picture emerges. Further, much of the
literature reviewed hear does not
address the applicability of the
findings to populations with mental
retardation. Again, generalizability to
related populations is best inferred
using clinical judgment combined with
a review of the above tables that
summatize charactetistics of the
populations studied. It is possible that
adaptations would be needed for
many of the interventions
summarized, depending on the
operating conditions in which the
intervention would be applied.

Also, the literature speaks only
partially to such issues as ethnicity or
cultural otientation of families and
children, an area of understandable
concern to those involved in the
behavioral and mental health system in
Hawaii. The Committee acknowledges
that these shortcomings are inherent
in the behavioral and mental health
research. Thus, the present report is
not meant to be absolutely
presctiptive in its tecommendations.
At the same time, it is not
recommended that the interventions
reviewed here be summarily rejected
because they have not been researched
with children in Hawaii. Rather, the
interventions reviewed here are seen
simply as the best “starting points,”
with full awareness that some
adjustment and adaptation to the
needs of local families will be
necessary. Overall, it is the opinion of
this Committee that these and other
issues are best addressed through
continued research on treatments for
childhood behavioral and mental
health problems, and that the progress
of our state behavioral and mental
health system will be greatly facilitated
by our continued and careful attention
to emerging research findings. This
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important partnership between
research and our service delivery
system should give the best chance
possible to the children and families
we setve.

References

Attention and Hyperactivity
Behavior Problems
(including Attention Deficit
Hyperactivity Disorder;
ADHD)

Anastopoulos, A.D., Shelton, T.L., DuPaul, G.J., &
Guevremont, D.C. (1993). Parent training for
attention-deficit hyperactivity disorder: Its impact on
parent functioning. Journal of Abnormal Child
Psychology, 21, 581-596.

Catlson, C.L., Pelham, W.E., Milich, R., & Dixon, J.
(1992). Single and combined effects of
methylphenidate and behavior therapy on the
classroom performance of children with Attention-
Deficit Hyperactivity Disorder. Journal of Abnormal
Child Psychology, 20, 213-232.

Dubey, DR, O’Leary, S.G., & Kaufman, K.F. (1983).
Training parents of hyperactive children in child
management: A comparative outcome study. Journal

of Abnormal Child Psychology, 11, 229-246.

Horn, W.F., Talongo, N.S., Pascoe, ].M., Greenberg,
G., Packard, T., Lopez, M., Wagner, A., & Puttler, L.
(1991). Additive effects of psychostimulants, parent

training, and self-control therapy with ADHD

children. Journal of the American Academy of Child
and Adolescent Psychiatry, 30, 233-240.

O’Leaty, K.D., Pelham, W.E., Rosenbaum, A., &
Price, G. H. (1976). Behavioral treatment of
hyperkinetic children: An expetimental evaluation of
its usefulness. Clinical Pediatrics, 15, 510-515.

Pisterman, S., McGrath, P., Firestone, P., Goodman,
J.T., Webster, 1., & Mallory, R. (1989). Outcome of
parent-mediated treatment of preschoolers with
attention deficit

disorder with hyperactivity. Journal of Consulting and
Clinical Psychology, 57, 628-635.

Pisterman. S., Firestone, P., McGrath, P., Goodman,
J.T., Webster, I, Malloty, R., & Goffin, B. (1992). The
role of parent training in treatment of preschoolers

with ADDH. American Journal of Orthopsychiatry.
62, 397-408.

Wolraich, M., Drummond, T., Salomon, M.K.,
O’Brien, ML, & Sivage, C., (1978). Effects of
methylphenidate alone and in combination with
behavior modification procedures on the behavior
and academic performance of hyperactive children.

ournal of Abnormal Child Psychology, 6, 149-161.

Anxious or Avoidant

Behavior Problems

Bandura, A., Grusec, ].E., & Menlove, F.L. (1967).
Vicarious extinction of avoidance behavior. Journal of

Personality and Social Psychology, 5, 16-23.

Barabasz, A.F. (1973). Group desensitization of test

anxiety in elementary school. Journal of Psychology,
83,295-301.

Barrett, P.M. (1998). Evaluation of cognitive-
behavioral group treatments for childhood anxiety

disorders. Journal of Clinical Child Psychology, 27,
459-468.

Barrett, P.M., Dadds, M.R., & Rapee, R.M. (1996).
Family treatment of childhood anxiety: A controlled

trial. Journal of Consulting and Clinical Psychology,
64, 333-342.

Cobham, V.E., Dadds, M.R., & Spence, S.H. (1998).
The role of parental anxiety in the treatment of
childhood anxiety. Journal of Consulting and Clinical
Psychology, 66, 893-905.

Cohen, ].A., & Mannarino, A.P. (1996). A treatment
outcome study for sexually abused preschool children:
Initial findings. Journal of the American Academy of
Child and Adolescent Psychiatry, 35, 42-50.

Cornwall, E., Spence, S.H., & Schotte, D. (1997). The
effectiveness of emotive imagery in the treatment of
darkness phobia in children. Behaviour Change, 13,
223-229.

Deblinger, E., Mcleer, S.V., & Henry, D. (1990).
Cognitive behavioral treatment for sexually abused
children suffering post-traumatic stress: Preliminary
findings. Journal of the American Academy of Child
and Adolescent Psychiatry, 29, 747-752.

deHaan, E., Hoogduin, K.A., Buitelaar, ].K., &
Keijsers, G.P. (1998). Behavior therapy versus
clomipramine for the treatment of obsessive-
compulsive disorder in children and adolescents.
ournal of the American Academy of Child and
Adolescent Psychiatry, 37, 1022-1029.
Goenjian, A.K., Karayan, I, Pynoos, R.S., Minassian,
D.M,, Najarian, .M., Steinberg, A.M., & Fairbanks,
L.A. (1997). Outcome of psychotherapy among early
adolescents after trauma. American Journal of
Psychiatry, 154, 536-542.

Graziano, A.M., & Mooney, K.C. (1980). Family self-
control instruction for children’s nighttime fear
reduction. Journal of Consulting and Clinical
Psychology, 48, 206-213.

Kanfer, F.H., Karoly, P., & Newman, A. (1975).
Reduction of children’s fear of the dark by
competence related and situational threat-related
verbal cues. Journal of Consulting and Clinical
Psychology, 43, 251-258.

Kendall, P.C. (1994). Treating anxiety disorders in
children: Results of a randomized clinical trial. Journal
of Consulting and Clinical Psychology, 62, 100-110.
Kendall, P.C,, Flannery-Schroeder, E., Panichelli-
Mindel, S.M., Southam-Gerow, M., Henin, A., &
Warman, M. (1997). Therapy for youths with anxiety
disorders: A second randomized clinical trial. Journal
of Consulting and Clinical Psychology, 65, 366-380.

King, N.K., Tonge, B.J., Heyne, D., Pritchard, M.,
Rollings, S., Young, D., Myerson, N., & Ollendick,
T.H. (1998). Cognitive-behavioral treatment of
school-refusing children: A controlled evaluation.

ournal of the American Academy of Child and
Adolescent Psychiatry, 37, 395-403.

Kuroda, J. (1969). Elimination of children’s fears of
animals by the method of experimental
desensitization: An application of learning theory to
child psychology. Psychologia, 12, 161-165.

Last, C.G., Hansen, C., & Franco, N. (1998).
Cognitive-behavioral treatment of school phobia.
ournal of the American Academy of Child and

Adolescent Psychiatty, 37, 404-411.

Leitenberg, H., & Callahan, E.J. (1973). Reinforced
practice and reduction of different kinds of fears in
adults and children. Behaviour Research and Therapy,
11, 19-30.

Lewis, S. (1974). A compatison of behavior therapy
techniques in the reduction of fearful avoidance
behavior. Behavior Therapy, 5, 648-655.

Mann, J., & Rosenthal, T.L. (1969). Vicarious and
direct counterconditioning of test anxiety through
individual and group desensitization. Behaviour

Research and Therapy, 7, 359-367.

March, ].S., Amaya-Jackson, L., Murray, M.C., &
Schulte, A. (1998). Cognitive-behavioral
psychotherapy for children and adolescents with
posttraumatic stress disorder after a single-incident
stressor. Journal of the American Academy of Child
and Adolescent Psychiatry, 37, 585-593.

Mendlowitz, S.L., Manassis, K., Bradley, S., Scapillato,
D., Miezitis, S., & Shaw, B.F. (1999). Cognitive-
behavioral group treatments in childhood anxiety
disorders: The role of parental involvement. Journal of

the Ametican Academy of Child and Adolescent
Psychiatry, 38, 1223-1229.

Menzies, R.G., & Clatke, J.C. (1993). A compatison of
in vivo and vicarious exposure in the treatment of
childhood water phobia. Behaviour Research and
Therapy, 31, 9-15.

Miller, I..C., Barrett, C.L., Hampe, E., & Noble, H.
(1972). Comparison of reciprocal inhibition,
psychotherapy, and waiting list control for phobic

children. Journal of Abnormal Psychology, 79, 269-
279.

Murtis, P., Merckelbach, H., Holdrinet, I., & Sijsenaar,
M. (1998). Treating phobic children: Effects of
EMDR verus exposure. Journal of Consulting and
Clinical Psychology, 66, 193-198.

Murphy, C.M., & Bootzin, R.R. (1973). Active and
passive participation in the contact desenstization of
snake fear in children. Behavior Therapy, 4, 203-211.

Obler, M., & Terwilliger, R.F. (1970). Pilot study on
the effectiveness of systematic desensitization with
neurologically impaired children with phobic
disorders. Journal of Consulting and Clinical
Dsychology, 34, 314-318.

Ritter, B. (1968). The group desensitization of
childrens’ snake phobias using vicatious and contact
desentization procedures. Behaviour Research and

Therapy, 6, 1-6.

31



Sheslow, D.V., Bondy, A.S., & Nelson, R.O. (1982). A
comparison of graduated exposure, verbal coping
skills, and their combination in the treatment of
children’s fear of the datk. Child and Family Behavior
Therapy, 4, 33-45.

Ultee, C.A., Griffioen, D., & Schellekens, J. (1982).
The reduction of anxiety in children: A comparison of
the effects of ‘systematic desensitization in vitro’ and
‘systematic desensitization in vivo.” Behaviour

Research and Therapy, 20, 61-67.

Autism

Anderson, S.R., Avery, D.L., DiPietro,
EK, Edwards, G.L., & Christian, W.P. (1987).
Intensive home-based early intervention with autistic
children. Education and Treatment of Children, 10,
352-3066.

Bristol, M.M., Gallagher, J.J., & Holt, K.D. (1993).
Maternal depressive symptoms in autism: Response to
psychoeducational intervention. Rehabilitation

Psychology, 38, 3-10.

Carr, E.G., & Newsom, C. (1985). Demand-related
tantrums: Conceptualization and treatment. Behavior
Modification, 9, 403-426.

Catr, E.G., Schreibman, L., & Lovaas, O.I. (1975).
Control of echolalic speech in psychotic children.

ournal of Abnormal Child Psychology, 3, 331-351.

Carr, E.G., & Durand, V.M. (1985). Reducing
behavior problems through functional

communication training. Journal of Applied Behavior
Analysis, 18, 111-126.

Derby, K.M., Wacker, D.P., Berg, W., DeRaad, A.,
Ulrich, S., Asmus, J., Harding, J., Prouty, A., Laffey, P.,
& Stoner, E.A. (1997). The long-term effects of
functional communication training in home settings.

ournal of Applied Behavior Analysis, 30, 507-531.

Durand, V.M., & Catr, E.G. (1991). Functional
communication training to reduce challenging

behavior: Maintenance and application in new settings.

ournal of Applied Behavior Analysis, 24, 251-264.

Durand, V.M., & Carr, E.G. (1992). An analysis of
maintenance following functional communication
training. Journal of Applied Behavior Analysis, 25
777-794.

Groden, G., Domingue, D., Chesnick, M., Groden, J.,
& Baron, G. (1983). Eatly intervention with autistic
children: A case presentation with pre-program,

program, and follow-up data. Psychological Reports,
53,715-722.

Jocelyn, LJ., Casiro, O.G., Beattie, D., Bow, J., &
Kneisz, J. (1998). Treatment of children with autism:
A randomized controlled trial to evaluate a caregiver-
based intervention program in community day-care

centers. Developmental and Behavioral Pediatrics, 19,
326-334.

Lovaas, O. I (1987). Behavioral treatment and normal
educational and intellectual functioning in young

autistic children. Journal of Consulting and Clinical
Psychology, 55, 3-9.

Mace, A.B., Shapiro, E.S., & Mace, F.C. (1998).
Effects of warning stimuli for reinforcer withdrawal

and task onset on self-injury. Journal of Applied
Behavior Analysis, 31, 679-682.

Matson, J.L,, Taras, M..E., Sevin, J.A., Love, SR, &

Fridley, D. (1990). Teaching self-help skills to autistic
and mentally retarded children. Research in
Developmental Disabilities, 11, 361-378.
Northup, J., Wacker, D.P., Berg, W.K.,, Kelly, L.,
Sasso, G., & DeRaad, A. (1994). The treatment of
severe behavior problems in school settings using a

technical assistance model. Journal of Applied
Behavior Analysis, 27, 33-47.
Ozonoff, S., & Cathcart, K. (1998). Effectiveness of a

home program intervention for young children with

autism. Journal of Autism and Developmental
Disorders, 28, 25-32.

Petry, R., Cohen, L, & DeCarlo, R. (1995). Case study:
Deterioration, autism, and recovery in two siblings.

ournal of the American Academy of Child and
Adolescent Psychiatry, 34, 232-237.

Rimland, B., & Edelson, S.M. (1995). Brief report: A
pilot study of auditoty integration training in autism.

ournal of Autism and Developmental Disorders, 25
61-70.

Rogers, S.J., & Dilalla, D.L. (1991). A comparative
study of the effects of a developmentally based
instructional model on young children with autism
and young children with other disorders of behavior

and development. Topics in Farly Childhood Special
Education, 11, 29-47.

Rogers, S.J., & Lewis, H. (1989). An effective day
treatment model for young children with pervasive
developmental disorders. Journal of the American

Academy of Child and Adolescent Psychiatry, 28, 207-
214,

Sheinkopf, S.J., & Siegel, B. (1998). Home-based
behavioral treatment of young children with autism.

ournal of Autism and Developmental Disorders, 28,
15-23.

Sigafoos, J., & Meikle, B. (1996). Functional
communication training for the treatment of multiply
determined challenging behavior in two boys with
autism. Behavior Modification, 20, 60-84.

Smith, T., Eikeseth, S., Klevstrand, M., & Lovaas, O.1.
(1997). Intensive behavioral treatment for
preschoolers with severe mental retardation and
pervasive developmental disorder. American Journal
on Mental Retardation, 102, 238-249.

Bipolar Disorder

Geller, B., Cooper, T. B., Sun, K., Zimerman, B.,
Frazier, J., Williams, M., & Heath, J. (1998). Double-
blind and placebo-controlled study of lithium for
adolescent bipolar disorders with secondary substance
dependency. Journal of the American Academy of
Child and Adolescent Psychiatry, 37, 171-178.

Miklowitz, D. J., Simoneau, T. L., George, E. L.,
Richards, J. A., Kalbag, A., Sachs-Ericsson, N., &
Suddath, R. (2000). Family-focused treatment of
bipolar disorder: 1-year effects of a psychoeducational
program in conjunction with pharmacotherapy.

Society of Biological Psychiatry, 48, 582-592.

Weiss, R. D., Griffin, M. L., Greenfield, S. F., Najavits,

L. M., Wyner, D., Soto, J. A., Hennen, J. A. (2000).

Group therapy for patients with bipolar disorder and

substance dependence: Results of a pilot study.
ournal of Clinical Psychiatry, 61 (5), 361-367.

Frank, E., Swartz, H.A., Mallinger, A.G., Thase, A.G.,
Michael, E., Weaver, E.V., & Kupfer, D.J. (1999).
Adjunctive psychotherapy for bipolar disorder:
Effects of changing treatment modality. Journal of

Abnormal Psychology, 108, 579-587.

Palmer, A.G., Williams, H., & Adams, M. (1995).
CBT in a group format for bi-polar affective disorder.

Behavioural & Cognitive Psychotherapy, 23, 153-168.

Fava, G.A.,, Bartolucdi, G., Rafanelli, C., & Mangelli, L.
(2001). Cognitive-behavioral management of patients
with bipolar disorder who relapsed while on lithium
prophylaxis. Journal of Clinical Psychiatry, 62, 556-
559.

Keck, P.E., Welge, J.A., Strakowski, S.M., Arnold,
L.M., & McElroy, S.I.. (2000). Placebo effect in
randomized, controlled maintenance studies of
patients with bipolar disorder. Biological Psychiatry.
47,756-761.

Patelis-Siotis, 1., Young, L.T., Robb, J.C., Marriott, M.,
Bieling, P.J., Cox, L.C., & Joffe, R.T. (2001). Group
cognitive behavioral therapy for bipolar disorder: A
feasibility and effectiveness study. Journal of Affective
Disorders, 65, 145-153.

Disruptive Behavior and
Willful Misconduct
Problems (Including
Oppositional Defiant
Disorder and Conduct
Disorder)

Bank, .., Marlowe, ].H., Reid, ].B., Patterson, G.R., &
Weinrott, M.R. (1991). A comparative evaluation of
parent-training interventions for families of chronic

delinquents. Journal of Abnormal Child Psychology,
19, 15-33.

Bernal, M.E., Klinnert, M.D., & Schultz, L.A. (1980).
Outcome evaluation of behavioral parent training and
client-centered parent counseling for children with
conduct problems. Journal of Applied Behavior
Analysis, 13, 677-691.

Block, J. (1978). Effects of a rational-emotive mental
health program on pootly achieving, disruptive high
school students. Journal of Counseling Psychology,
25,61-65.

Borduin, C. M., Mann, B. J., Cone, L. T., Henggeler, S.
W., Fucdi, B. R, Blaske, D. M., & Williams, R. A.
(1995). Multisystemic treatment of serious juvenile
offenders: Long-term prevention of criminality and
violence. Journal of Consulting and Clinical

Psychology, 63, 569-578.
Feindler, E. L., Marriott, S. A., & Iwata, M. (1984).
Group anger control training for junior high school

delinquents. Cognitive Therapy and Research, 8, 299-
311

32



Firestone, P., Kelly, M. J., & Fike, S. (1980). Are
fathers necessary in parent training groups? Journal of
Clinical Child Psychology, 9, 44-47.

Hamilton, S. B., & MacQuiddy, S. L. (1984). Self-
administered behavioral parent training: Enhancement
of treatment efficacy using a time-out signal seat.

ournal of Clinical Child Psychology, 13, 61-69.

Henggeler, S. W., Melton, G. B., & Smith, L. A.
(1992). Family preservation using Multisystemic
Therapy: An effective alternative to incarcerating
serious juvenile offenders. Journal of Consulting and

Clinical Psychology, 60, 953-961.

Henggeler, S. W., Rodick, J. D., Bourdin, C. M.,
Hanson, C.L., Watson, S. M., & Urey, J. R., (19806).
Multisystemic treatment of juvenile offenders: Effects
on adolescent behavior and family interaction.

Developmental Psychology, 22, 132-141.

Henggeler, S.W., Melton, G.B., Brondino, M.J.,
Scherer, D.G., & Hanley, J.H. (1997). Multisystemic
therapy with violent and chronic juvenile offenders
and their families: The role of treatment fidelity in
successful dissemination. Journal of Consulting and
Clinical Psychology, 65, 821-833.

Huey, W. C., & Rank, R. C. (1984). Effects of
counselor and peer-led group assertiveness training on
black adolescent aggression. Journal of Counseling
Psychology, 31, 95-98.

Hughes, R. C., & Wilson, P. H. (1988). Behavioral
parent training: Contingency management versus
communication skills training with or without the
participation of the child. Child & Family Behavior

Therapy, 10, 11-23.

Kazdin, A. E., Bass, D., Siegel, T., & Thomas, C.
(1989). Cognitive-behavioral therapy and relationship
therapy in the treatment of children referred for
antisocial behavior. Journal of Consulting and Clinical

Psychology, 57, 522-535.

Kazdin, A. E., Esveldt-Dawson, K., French, N. H., &
Unis, A. S. (1987a). Problem-solving skills training and
relationship therapy in the treatment of antisocial child
behavior. Journal of Consulting and Clinical
Psychology, 55, 76-85.

Kazdin, A. E., Esveldt-Dawson, K., French, N. H.,, &
Unis, A. S. (1987b). Effects of parent management
training and problem-solving skills training combined
in the treatment of antisocial child behavior. Journal of
the Ametican Academy of Child and Adolescent

DPsychiatry, 26, 416-424.

Kazdin, A. E., Siegel, T. C., & Bass, D. (1992).
Cognitive problem-solving skills training and parent
management training in the treatment of antisocial
behavior in children. Journal of Consulting and

Clinical Psychology, 60, 733-747.

Lochman, J. E., Burch, P. R, Cutry, J. F., & Lampron,
L. B. (1984). Treatment and generalization effects of
cognitive-behavioral and goal-setting interventions
with aggressive boys. Journal of Consulting and
Clinical Psychology, 52, 915-916.

Lochman, J. E., Lampron, L. B., Gemmer, T. C,,
Hartis, S. R., & Wyckoff, G. M. (1989). Teacher
consultation and cognitive-behavioral interventions

with aggressive boys. Psychology in the Schools, 26,
179-188.

Lochman, J.E., & Curry, J.F., (1986). Effects of social
problem-solving training and self-instruction training
with aggressive boys. Journal of Clinical Child
Dsychology, 15, 159-164.

McNelil, C. B., Eyberg, S., Eisenstadt, T. H.,
Newcomb, K., & Funderburk, B. (1991). Parent-child
interaction therapy with behavior problem children:
Generalization of treatment effects to the school

setting. Journal of Clinical Child Psychology, 20, 140-
151.

Patterson, G. R., Chamberlain, P., & Reid, J. B. (1982).
A comparative evaluation of a parent-training

program. Behavior Therapy, 13, 638-650.

Peed, S., Roberts, M., & Forehand, R. (1977).
Evaluation of the effectiveness of a standardized
parent training program in altering the interaction of
mothers and their noncompliant children. Behavior
Modification, 1, 323-350.

Schlichter, K. J., & Horan, J. J. (1981). Effects of stress
inoculation on the anger and aggression management
skills of institutionalized juvenile delinquents.
Cognitive Therapy and Research, 5, 359-365.

Schuhmann, E.M., Foote, R.C., Eyberg, S.M., Boggs,
SR, & Algina, |. (1998). Efficacy of parent-child
interaction therapy: Interim report of a randomized
trial with short-term maintenance. Journal of Clinical
Child Psychology, 27, 34-45.

Spaccarelli, S., Cotler, S., & Penman, D. (1992).
Problem-solving skills training as a supplement to
behavioral parent training. Cognitive Therapy and
Research, 16, 1-18.

Tremblay, R. E., Pagani-Kuttz, L., Masse, L. C.,
Vitaro, F., & Phil, R. (1995). A bimodal preventive
intervention for disruptive kindergarten boys: Its
impact through mid-adolescence. Journal of

Consulting and Clinical Psychology, 63, 560-568.

Vitaro, F., & Tremblay, R. E. (1994). Impact of a
prevention program on aggressive children's
friendships and social adjustment. Journal of

Abnormal Child Psychology, 22, 457-475.

Walter, H. I, & Gilmore, S. K. (1973). Placebo versus
social learning effects in parent training procedures
designed to alter the behavior of aggressive boys.

Behavior Therapy, 4, 361-377.

Webster-Stratton, C. (1984). Randomized trial of two
parent-training programs for families with conduct-
disordered children. Journal of Consulting and Clinical
Psychology, 52, 666-678.

Webster-Stratton, C. (1990). Enhancing the
effectiveness of self-administered videotape parent
training for families with conduct-problem children.

ournal of Abnormal Child Psychology, 18, 479-492.

Webster-Stratton, C. (1994). Advancing videotape
patent training: A compatrison study. Journal of
Consulting and Clinical Psychology, 62, 583-593.

Webster-Stratton, C., Kolpacoff, M., & Hollinsworth,
T. (1988). Self-administered videotape therapy for
families with conduct-problem children: Comparison
with two cost-effective treatments and a control
group. Journal of Consulting and Clinical Psychology.
56, 558-560.

Wells, K. C., & Egan, J. (1988). Social learning and
systems family therapy for childhood oppositional
disorder: Comparative treatment outcome.

Comprehensive Psychiatry, 29, 138-146.

Wiltz, N. A., & Patterson, G. R. (1974). An evaluation
of parent training procedures designed to alter
inapproptiate aggressive behavior of boys. Behavior
Therapy, 5, 215-221.

Zangwill, W. M. (1983). An evaluation of a parent
training program. Child & Family Behavior Therapy.
5,1-16.

Depression or Withdrawn

Behavior Problems

Brent, D.A., Holder, D., Kolko, D., Birmaher, B.,
Baugher, M., Roth, C,, Iyengar, S., & Johnson, B.A.
(1997). A clinical psychotherapy trial for adolescent
depression comparing cognitive, family, and
supportive therapy. Archives of General Psychiatry.
54, 877-885.

Clarke, G.N., Rohde, P., Lewinsohn, P.M., Hops, H.,
& Seeley, ] .R. (1999). Cognitive-behavioral treatment
of adolescent depression: Efifcacy of acute group
treatment and booster sessions. Journal of the
American Academy of Child and Adolescent

Psychiatry, 38, 272-279.

Kahn, J.S., Kehle, T.J., Jenson, W.R., & Clark, E.
(1990). Compatison of cognitive-behavioral,
relaxation, and self-modeling interventions for
depression among middle-school students. School

Psychology Review, 19, 196-211.

Lewinsohn, P.M., Clarke, G.N., Hops, H., &
Andrews, J. (1990). Cognitive-behavioral treatment for
depressed adolescents. Behavior Therapy, 21, 385-401.

Mufson, L., Weissman, M.M., Moreau, D., &
Gartfinkel, R. (1999). Efficacy of interpersonal
psychotherapy for depressed adolescents. Archives of
General Psychiatry, 56, 573-579.

Reynolds, W.M., & Coats, K.I. (1986). A compatrison
of cognitive-behavioral therapy and relaxation training
for the treatment of depression in adolescents. Journal

of Consulting and Clinical Psychology, 54, 653-660.

Rossello, ., & Bernal, G. (1999). The efficacy of
cognitive-behavioral and interpersonal treatments for
depression in Puerto Rican adolescents. Journal of

Consulting and Clinical Psychology, 67, 734-745.

Stark, K.D., Reynolds, W.M., & Kaslow, N.J.(1987). A
comparison of the relative efficacy of self-control
therapy and a behavioral problem-solving therapy for
depression in children. Journal of Abnormal Child
Psychology, 15, 91-113.

Weisz, J.R., Thurber, C.A., Sweeney, L., Proffitt, V.D.,
& LeGagnoux, G.IL. (1997). Brief treatment of mild-
to-moderate child depression using primary and
secondary control enhancement training. Journal of

Consulting and Clinical Psychology, 65, 703-707.

Wood, A., Harrington, R., & Moore, A. (1996).
Controlled trial of a brief cognitive-behavioural
intervention in adolescent patients with depressive

disorders. Journal of Child Psychology and Psychiatry.
37, 737-746.

33



Eating Disorders

Agras, W. S., Schneider, J. A., Amow, B., Racburn, S.
D., & Telch, C. F. (1989). Cognitive-behavioral and
response-prevention treatments for bulimia nervosa.

ournal of Consulting and Clinical Psychology, 57 (2),
215-221.

Agras, W. S., Walsh, B. T., Fairburn, C. G., Wilson, G.
T., Kraemer, H. C. (2000). A multicenter comparison
of cognitive-behavioral therapy and interpersonal
psychotherapy for bulimia nervosa. Archives of

General Psychiatry, 57, 459-466.

Bachar, E., Latzer, Y., Kreitler, S., & Berty, E. M.
(1999). Empitical comparison of two psychological

therapies. Journal of Psychotherapy Practical
Research, 8 (2), 115-128.

Eisler, I, Dare, C., Hodes, M., Russell, G., Dodge, E.,
& Le Grange, D. (2000). Family therapy for
adolescent anorexia nervosa: The results of a
controlled compatison of two family interventions.

ournal of Child Psychology and Psychiatry, 41 (6),
727-736.

Faitburn, C. G., Jones, R., Peveler, R. C., Cart, S.J.,
Solomon, R. A., O’Connor, M. E., Burton, J., &
Hope, R. A. (1991). Three psychological treatments
for bulimia nervosa. Archives of General Psychiatry,
48, 463-469.

Fairburn, C. G., Kitk, J., O’Connor, M., & Cooper, P.
J. (1986). A comparison of two psychological
treatments for bulimia nervosa. Behavior Research

and Therapy, 24 (6), 629-643.

Freeman, C. P. L., Barry, F., Dunkeld-Turnbull, J., &
Henderson, A. (1988). Controlled trial of
psychotherapy for bulimia nervosa. British Medical

ournal, 296, 521-525.

Garner, D. M., Rockert, W., Davis, R., Garner, M. V.,
Olmstead, M. P., & Eagle, M. (1993). Compatrison of
cognitive-behavioral and supportive-expressive
therapy for bulimia nervosa. American Journal of
Psychiatry, 150 (1), 37-46.

Kitkley, B. G., Schneider, J. A., Agras, W. S., &
Bachman, J. A. (1985). Journal of Consulting and
Clinical Psychology, 53 (1), 43-48.

TLee, N.F., & Rush, A. J. (1986). Cognitive-behavioral

group therapy for bulimia. International Journal of
Eating Disorder, 5 (4), 599-615.

Mitchell, J E., Pyle, R. L., Eckert, E. D., Hatsukami,
D., Pomeroy, C., & Zimmerman, R. (1990). A
comparison study of antidepressants and structured
intensive group psychotherapy in the treatment of
bulimia nervosa. Archives of General Psychiatry, 47
149-157.

Mitchell, J. E., Hoberman, H. N., Peterson, C. B.,
Mussell, M., & Pyle, R. L. (1996). Research on the
psychotherapy of bulimia nervosa: Half empty or half

full. International Journal of Eating Disorders, 20 (3),
219-229.

Ordman, A. M., & Kirschenbaum, D. S. (1985).
Cognitive-behavioral therapy for bulimia: An initial
outcome study. Journal of Consulting and Clinical

Psychology, 33 (3), 305-313.

Wilson, G. T., Rossiter, E., Kleifield, E. 1., &
Lindholm, L. (1986). Cognitive-behavioral treatment

of bulimia nervosa: A controlled evaluation. Behavior
Research and Therapy, 24, 277-288.

Wolf, E. M., & Crowther, J. H. (1992). An evaluation
of behavioral and cognitive-behavioral group
interventions for the treatment of bulimia nervosa in
women. International Journal of Eating Disorder:

mentally retarded adults and children. Research in
Developmental Disabilities, 17, 99-134.

Kennedy, S.5. & Mohr, W (2001). A
prolegomenon on restraint of children: Implicating

constitutional rights. American Journal of
Orthopsychiatry, 71, 26-37.

11, 3-15.

Yates, A. J., & Sambrailo, F. (1984). Bulimia nervosa:
A descriptive and therapeutic study. Behavior

Research and Therapy, 22, 503-517.

Plethysmograph and
Polygraph Assessment

Barker, ].G. & Howell, RJ. (1992). The
plethysmograph: a review of recent literature. Bulletin

of the American Academy of Psychiatric Law, 20, 13-
25.

Howes, R.J. (1995). A survey of plethysmographic
assessment in North Ametica. Sexual Abuse: A

ournal of Research and Treatment, 7, 9-24.

Kaemingk, K.I.., Koselka, M., Becker, J.V., & Kaplan,
MSS. (1995). Age and adolescent sexual offender

arousal. . Sexual Abuse: A Journal of Research and
Treatment, 7, 249-257.

Laws, D.R., Hanson, R K., Osborn, C.A., &
Greenbaum, P.E. (2000). Classification of child
molesters by plethysmographic assessment of sexual
arousal and a self-report measure of sexual preference.

Journal of Interpersonal Violence, 12, 1297-1312.

Simon, W.T., & Schouten, P.G.W. (1993). The
plethysmograph reconsidered: comments on Barker

and Howell. Bulletin of the American Academy of
Psychiatric Law, 21, 505-512.

Simon, W.T., & Schouten, P.G.W. (1991).
Plethysmography in the assessment and treatment of
sexual deviance: An overview. Archives of Sexual
Behavior, 20, 75-91.

Wilcox, D.T. (2000). Application of the clinical
polygraph examination to the assessment, treatment,

and monitoring of sex offenders. Journal of Sexual
Aggression, 5, 134-152.

Seclusion and Restraint

Brown, R.L., Genel, M., & Riggs, J.A. (2000). Use of
seclusion and restraint in children and adolescents.
Archives of Pediatric and Adolescent Medicine, 154,
653-656.

Busch, A.B., & Shore, M.F. (2000). Seclusion and
restraint: A review of recent literature. Harvard

Review of Psychiatry, 8, 261-270.

Garrison, W.T. (1984) Aggtessive behavior, seclusion
and physical restraint in an inpatient child population.

ournal of the American Academy of Child Psychiatry,
23, 448-452.

Garrison, W.T., Ecker, B., Friedman, M., Davidoff, R.,
Haceberle, K., & Wagner, M. (1990). Aggression and
counteraggression duting child psychiatric
hospitalization. Journal of the American Academy of
Child Psychiatry, 29, 242-250.

Hartis, J. (1996). Physical restraint procedures for
managing challenging behaviours presented by

Kypri, K. Chalmers, D.J., Langley, ].D., & Wright,
C.S. (2001). Child injury and morbidity in New
Zealand, 1987-1996. Journal of Paediatric Child
Health, 37, 227-234.

Measham, T'J. (1995). The acute management of
aggressive behaviour in hospitalized children and
adolescents. Canadian Journal of Psychiatry, 40, 330-
336.

Persi, J., & Pasquali, B. (1999). The use of seclusion
and physical restraints: just how consistent are we?
Child & Youth Care Forum, 28, 87-103.

Singh, N.N., Singh, S.D., Davis, C M., Latham, I..L., &

Ayers, J.G. (1999). Reconsidering the use of seclusion

and restraints in inpatient child and adult psychiatry.
ournal of Child and Family Studies, 8, 243-253.

Swett, C., Michaels, A.S., & Cole, J.O. (1989). Effects
of a state law on rates of restraint on a child and
adolescent unit. Bulletin of the American Academy of
Psychiatry & Taw, 17, 165-169.

Tarnowski, K J., Rasnake, LK., Mulick, J.A., & Kelly,
P.A. (1989). Acceptability of behavioral interventions
for self-injutious behavior. American Journal on
Mental Retardation, 93, 575-580.

Tsembetis, S., & Sullivan, C. (1988). Seclusion in
context: introducing a seclusion room into a children’s
unit of a municipal hospital. American Journal of
Orthopsychiatry, 58, 462-465.

West, K.J. (1997). Client charactetistics contributing
to the frequency of physical restraints in child
residential treatment of males. Residential Treatment
for Children & Youth, 14, 63-73.

Schizophrenia

Fan, Z., Huang, J., Wu, Q., & Jiang, S. (7).
Comparison of standard locked-ward treatment
versus open-ward rehabilitation treatment for chronic
schizophrenic patients: A one-year controlled trial in
Canton. Publisher unknown, 45-51.

Hogarty, G.E., Kornblith, S.J., Greenwald, D.,
DiBarry, A.L., Cooley, S., Ulrich, R.F., & Carter
(1997). Three-year trials of personal therapy among
schizophrenic patients living with or independent of
family: 1. Description of study and effects of relapse
rates. American Journal of Psychiatry,154, 1504-1513.

Left, . Berkowitz, R., Shavitz, N., Strachan, A., et al
(1989). A trial of family therapy v. a relatives group
for schizophrenia. British Journal of Psychiatry, 154,
58-66.

Left, J., Kuipers, L., Berkowitz, R., Sturgeon, D.
(1985). A controlled trial of social intervention in the
families of schizophrenic patients: Two-year follow-
up. British Journal of Psychiatry, 146, 594-600.

Randolph, ER,, Eth, S., Glynn, S. Paz, G.B., Leong,
G.B,, Shaner, AL, Strachan, A., Van Vort, W.,
Esocbar, J., & Liberman, R.P. (1994). Behavioral
family management in Schizophrenia: Outcome from

34



a clinic-based intervention. Bfitish Journal of
Psychiatry, 164, 501-506.

Schooler, N.R., Keith, SJ., Sever, J.B., Matthews, S.M.,
Bellack, A.S., Glick, 1.D., Hargreaves, W.A., Kane,
J.M., Ninan, P.T., Frances, A., Jacobs, M., Liecberman,
J.A,, Mance, R., Simpson, G.M., & Woerner, M.
(1997). Relapse and rehospitalization during
maintenance treatment of schizophtenia: The effect of
dose reduction and family treatment. Archives of

General Psychiatry, 54, 453-463.

Sensky, T., Turkington, D., Kingdon, D., Scott, J. L.,
Scott, J., Siddle, R., O’Carroll, M., & Barnes, T. R. E.
(2000). A randomized controlled trial of cognitive-
behavioral therapy for persistent symptoms in
schizophrenia resistant to medication. Archives of

General Psychiatry, 57, 165-172.

Spencer, P. G, Gillespie, C. R., & Ekisa, E.G. (1983).
A controlled comparison of the effects of social skills
training and remedial drama on the conversational
skills of chronic schizophrenic inpatients. British

ournal of Psychiatry, 143, 165-172.

Xiong, W., Phillips, R., Hu, S., Wang, R., Dai, O.,
Kleinman, J. & Kleinman, A. (1994). Family-based
intervention for schizophrenic patients in China: A
randomized controlled trial. British Journal of
Psychiatry, 165, 239-247.

School-Based Programs

Bierman, K.I., Miller, C.I.., & Staab, S.D. (1987).
Improving the social behavior and peer acceptance of
rejected boys: Effects of social skill training with
instructions and prohibitions. Journal of Consulting
and Clinical Psychology, 55, 194-200.

Botvin, G.J., Schinke, S.P., Epstein, J.A., Diaz, T., &
Botvin, E.M. (1995). Effectiveness of culturally
focused and generic skills training approaches to
alcohol and drug abuse prevention among minority
adolescents: Two-year follow-up results. Psychology
of Addictive Behaviors, 9, 183-194.

Braswell, L., August, G.J., Bloomquist, M.L.,
Realmuto, G.M., Skare, S.S., & Crosby, R.D. (1997).
School-based secondary prevention for children with
disruptive behavior: Initial outcomes. Journal of

Abnormal Child Psychology, 25, 197-208.

Clarke, G.N., Hawkins, W.H., Murphy, M., Sheeber,

LB., Lewinsohn, P.M., & Seeley, J.R. (1995).

Targeted prevention of unipolar depressive disorder in

an at-risk sample of high school adolescents: A

randomized trial of a group cognitive intervention.
ournal of the American Academy of Child and

Adolescent Psychiatry, 34, 312-321.

Conduct Problems Prevention Research Group
(1992). A developmental and clinical model for the
prevention of conduct disorder: The FAST Track

Program. Development and Psychopathology, 4, 509-
527.

Dolan, L.J., Kellam, S.G., Brown, C.H., Werthamer-
Larsson, L., Rebok, G.W., Mayer, L.S., Laudolff, J.,
Turkan, J.S., Ford, C., & Wheeler, L. (1993). The
short-term impact of two classtoom-based preventive
interventions on aggressive and shy behaviors and

poor achievement. Journal of Applied
Developmental Psychology, 14, 317-345.

Doll, B., Brehm, K., Zucker, S., Deaver-Langevin, J.,
Griffin, J., & Hickman, A. (2000). Contrasting
procedures for empitical support of traditional and
population-based mental health services. Psychology
in Schools, 37, 431-481.

Gottfredson, D.C., Gottfredson, G.D., & Hybl, L.G.
(1993). Managing adolescent behavior: A multiyear,
multi-school study. Ametican Educational Research

ournal, 1, 179-215.

Greenberg, M.T., Kusche, C.A., Cook, ET., &
Quamma, J.P. (1995). Promoting emotional
competence in school-aged children: The effects of
the PATHS curriculum. Development and

Psychopathology, 7, 117-136.

Grossman, D.C., Neckerman, H.J., Koepsell, T.D.,
Liu, P., Asher, KN., Beland, K., Frey, K., & Rivara,
F.P. (1997). Effectiveness of a violence prevention
curriculum among children in elementaty school: A
randomized controlled trial. Journal of the Ametican
Medical Assodiation, 277, 1605-1611.

Hostetler, M., & Fisher, K. (1997). Project CARE.
substance abuse ptevention program for high-risk
youth: A longitudinal evaluation of program

effectiveness. Journal of Community Psychology, 25,
397-419.

Kehle, T'J., Bray, M.A., Theodore, I.A., Jenson, W.R.,
& Clark, E. (2000). A multi-component intervention
designed to reduce disruptive classroom behavior.

Psychology in Schools, 37, 475-481.

King, C.A., & Kirschenbaum, D.S. (1990). An
expetiemental evaluation of a school-based program
for children at risk: Wisconsin eatly intervention.

ournal of Community Psychology, 18, 167-177.

Knoffe, HM., & Batsche, G.M. (1995). Project
ACHIEVE: Analyzing a school reform process for at-
risk and underachieving students. School Psychology
Review, 24, 579-603.

Kratochwill, T'R., & Stoiber, K.C. (2000).
Diversifying theory and science: Expanding the
boundaries of empirically supported interventions in

school psychology. Journal of School Psychology, 38,
349-358.

Lochman, J.E., Coie, ].D., Underwood, MK., &
Terry, R. (1993). Effectiveness of a social relations
intervention program for aggressive and nonagtessive,

rejected children. Journal of Consulting and Clinical
Psychology, 61, 1053-1058.

Lochman, J.E., & Curry, J.F. (1986). Effects of social
problem-solving and self-instructin training with

aggressive boys. Journal of Clinical Child Psychology.
15,159-164.

Omizo, M.M., & Omizo, S.A. (1989). Art activities to
improve self-esteem among Native Hawaiian children.

ournal of Humanistic Education and Development,
27,167-176.

Phelps, L., Sapia, J., Nathanson, D., & Nelson, L.
(2000). An empirically supported eating disorder

prevention program. Psychology in Schools, 37, 443-
452.

Rones, M., & Hoagwood, K. (2000). School-based
mental health services: A research review. Child
Clinical and Family Psychology Review, 3, 223-242.

Vitaro, F., & Tremblay, R.E. (1994). Impact of
prevention program on aggressive children’s
friendships and social adjustment. Journal of

Abnormal Child Psychology, 22, 457-475.

Services Interventions

Baenen, R.S,, Stephens, M.A., & Glenwick, D.S.,
(1986). Outcome in psychoeducational day school
programs: A review. American Journal of
Orthopsychiatry, 56, 263-270.

Burns, B. J., Farmer, E. M. Z., Angold, A., Costello, E.
J., & Behar, L. (1996). A randomized trial of case
management for youths with serious emotional

disturbance. Journal of Clinical Child Psychology, 25,
476-486.

Chamberlain, P, & Reid, J. B. (1991). Using a
specialized foster care community treatment model
for children and adolescents leaving the state mental

hospital. Journal of Community Psychology, 19, 266-
276.

Chamberlain, P, & Reid, ]. B. (1998). Comparison of
two community alternatives to incarceration for
chronic juvenile offenders. Journal of Consulting and

Clinical Psychology, 66, 624-633.

Clark, H. B., Prange, M E., Lee, B., Boyd, L. A.,
McDonald, B. A., & Stewatt, E. S. (1994). Improving
adjustment outcomes for foster children with
emotional and behavioral disorders: Early findings
from a controlled study on individualized services.

ournal of Emotional and Behavioral Disorders, 2,
207-218.

Curry, J.F. (1991). Outcome research on residential
treatment: Implications and suggested directions.

American Journal of Orthopsychiatry, 61, 348-357.

Flomenhaft, K. Outcome of treatment for
adolescents. Adolescence, 9, 57-66.

Grizenko, N, Papineau, D., & Sayegh, L. (1993).
Effectiveness of a multimodal day treatment program
for children with disruptive behavior problems.

ournal of the American Academy of Child and
Adolescent Psychiatry, 32, 127-134.

Hudson, J., Nutter, R.W., & Galaway, B. (1994).
Treatment foster care programs: A review of
evaluation research and suggested directions. Social
Work Research, 18, 198-210.

Kazdin, A. E., Esveldt-Dawson, K., French, N. H., &
Unis, A. B. (1987a). Effects of parent management
training and problem-solving skills training combined
in the treatment of antisocial child behavior. Journal
of the American Academy of Child and Adolescent
Psychiatry, 26, 416-424.

Kazdin, A. E., Esveldt-Dawson, K., French, N.H.,
Unis, A.S. (1987b). Problem-solving skills training and
relationship therapy in the treatment of antisocial child
behavior. Journal of Consulting and Clinical
Psychology, 55, 76-85.

Rubenstein, J. S., Armentrout, J. A., Levin, S., &
Herald, D. (1978). The parent-therapist program:
Alternate care for emotionally disturbed children.

American Journal of Orthopsychiatry, 48, 654-662.

Santisteban, D.A., Szapocznik, J., Perez-Vidal, A.,
Kurtinez, W.M., Mutray, E.J., & LaPierre, A. (1996).

35



Efficacy of intervention for engaging youth and
families into treatment and some vatiables that may
contribute to differential effectiveness. Journal of
Family Psychology, 10, 35-44.

Winsberg, B. G., Bialer, I., Kupietz, S., Bott, E., &
Blaka, E. B. (1980). Home vs. hospital care of
children with behavior disorders. A controlled
investigation. Archives of General Psychiatry, 37, 413-
418.

Substance Abuse

Azrin, N.H., Donohue, B., Besalel, V.A., Kogan, E.S.,
& Acierno, R. (1994). Youth drug abuse treatment: A
controlled outcome study. Journal of Child and
Adolescent Substance Abuse, 3, 1-16.

Hawkins, J.D., Jenson, .M., Catalano, R.F., & Wells,
E.A. (1991). Effects of a skills training intervention
with juvenile delinquents. Research on Social Work
DPractice, 1, 107-121.

Henggeler, S.W., Borduin, CM., Melton, G.B., Mann,
BJ., Smith, I.A., Hall, ].A., Cone, L., & Fucci, B.R.
(1991). Effects of multisystemic therapy on drug use
and abuse in setious juvenile offenders: A progress
report from two outcome studies. Family Dynamics

and Addiction Quarterly, 1, 40-51.

Joanning, H., Quinn, W., Thomas, F., & Mullen, R.
(1992). Treating adolescent drug abuse: A comparison
of family systems therapy, group therapy, and family
drug education. Journal of Marital and Family
Therapy, 18, 345-356.

Kaminer, Y., Burleson, ].A., Blitz, C., Sussman, J., &
Rounsaville, B.J. (1998). Psychotherapies for
adolescent substance abusers: A pilot study. Journal of
Netvous and Mental Disease, 186, 684-690.

Lewis, R.A., Piercy, F.P., Sprenkle, D.H., & Trepper,
T.S. (1990). Family-based interventions for helping
drug-abusing adolescents. Journal of Adolescent
Research, 5, 82-95.

Szapocznik, J., Kurtines, W.M., Foote, F., Perez-Vidal,
A., & Hervis, O. (1986). Conjoint versus one-person
family therapy: Further evidence for the effectiveness
of conducting family therapy through one person with
drug-abusing adolescents. Journal of Consulting and

Clinical Psychology, 54, 395-397.

Szapocznik, J., Kurtines, W.M., Foote, F.H., Perez-
Vidal, A., & Hervis, O. (1983). Conjoint versus one-
person family therapy: Some evidence for the
effectiveness of conducting family therapy through
one person. Journal of Consulting and Clinical

Psychology, 51, 889-899.

Szapocznik, J., Perez-Vidal, A., Brickman, A.L., Foote,
F.H., Santisteban, D., & Hervis, O. (1988). Engaging
adolescent drug abusers and their families in
treatment: A strategic structural systems approach.

ournal of Consulting and Clinical Psychology, 56,
552-557.

Szapocznik, J., Santisteban, D., Rio, A, Perez-Vidal,
A, Santisteban, D., & Kurtines, W.M. (1989). Family
effectiveness training: An intervention to prevent drug
abuse and problem behaviors in Hispanic adolescents.

Hispanic Journal of Behavioral Sciences, 11, 4-27.

EBS Committee
Membership (2000 — 2002)

C. Kimo, Alameda, Ph.D.
CAMHD Clinical Services Office
3627 Kilauea Avenue, Room 405
Honolulu, HI 96816

Mary Jane Amundson, Ph.D.
University of Hawaii

School of Nursing

2528 McCarthy Mall
Honolulu, HI 96822

Joan Apo, Ph.D.

CAMHD Honolulu Family Guidance Center
2045 Kam IV Road

Honolulu, HT 96817

Alfred M. Arensdotf, M.D.

Child and Adolescent Mental Health Division
Hawaii State Department of Health

3627 Kilauea Avenue

Honolulu, HI 96816

Kuhio Asam

Kahi Mohala (Sutter Health Pacific)
91-2301 Fort Weaver Road

Ewa Beach, HI 96706

Ayda Austin, M.A.
Department of Psychology
University of Hawaii

2430 Campus Road
Honolulu, HI 96822

Holly Barra, Ed.S. Ms. Ed.
Department of Education
Kapolei Complex

91-5007 Kapolei Parkway

Kapolei, HI 96797

Cathy K. Bell, MD

Windward Family Guidance Center
UH Department of Psychiatry
45-691 Keaahala Road

Kaneohe, HI 96744

Richardo Bayola, M.D.

CAMHD Hawaii Family Guidance Center
120 Pauahi St. #306

Hilo, HI 96720

Evelyn Billington, Ph.D.

Maui Family Guidance Center
Comprehensive Health Center
1830 Honoapiilani Highway
Lahaina, HI 96761

Eleanor Castillo, Ph.D.

CAMHD Clinical Services Office
3627 Kilauea Avenue, Room 405
Honolulu, HI 96816

Kim Chatlton, M.D.

Maui Family Guidance Center
444 Hana Highway, Suite 202
Kahului, Hawaii 96732

Donna Ching, M.D.
University of Hawaii
Kapiolani Medical Center
1319 Punahou St, 6™ Fl
Honolulu, Hawaii 96826

Bruce F. Chorpita, Ph.D. (Chair)
Department of Psychology
University of Hawaii

2430 Campus Road

Honolulu, HI 96822

Jeffrey Cumes, Ph.D.

CAMHD Kona Family Guidance Center
81-980 Halekii Street

Kealakekua, Hawaii 96750

Agnes Felix, Ph.D.

CAMHD Leeward Family Guidance Center
601 Kamokila Blvd. Room 355

Kapolei, Hawaii 96782

Nancy Gorman, MSCP
Dept. of Education
1390 Miller Street
Honolulu, HI 96813

Mortris Graham, Ph.D.

CAMHD / Clinical Services Office
55-426 Moana Street

Laie, HI 96762

Rachael Guay, ACSW, LSW

CAMHD / Family Court Liaison Branch
42-477 Kalanianaole Hwy.

Kailua, HI 96734

Richard Hess, Ed.D.
Department of Education
Student Setvices Section
641 18 Avenue
Honolulu, HI 96816

Scott Hashimoto, Ph.D.

CAMHD Windward Family Guidance Center
45-691 Keaahala Road

Kaneohe, HI 96744

Martin S. Hirsch, M.D.
CAMHD Honolulu Family Guidance Center
3627 Kilauea Avenue
Honolulu, HI 96816

Colleen Jamison, Ed.D

Dept. of Education Honolulu District
4967 Kilauea Avenue

Honolulu, HI 96816

Jean Johnson, Ph.D.
University of Hawaii
Center on Disability Studies
1776 University Ave
Honolulu, Hawaii 96822
Lanani Kamai-Esquires
HFAA

Lynn Kau (Staff Assistant)
CAMHD Clinical Services Office
3627 Kilauea Avenue, Room 405
Honolulu, HI 96816

36



Tina Kent, Psy.D.

Hawaii Youth Correctional Facility
42-477 Kalanianaole Hwy., PC Cottage
Kailua, HI 96734

S. Peter Kim, M.D., Ph.D.
University of Hawaii

School of Medicine

Dept. of Psychiatry

1441 Kapiolani Blvd., Suite 1800
Honolulu, HI 96814

Deborah Lee

DHS Staff Development Services
420 Waiakamilo Road, Suite 117-A
Honolulu, HI 96817

Terry Lee, M.D.

Department of Psychiatry

John A Burns School of Medicine
Ala Moana Building

1441 Kapiolani Boulevard, Suite 1803
Honolulu, HI 96814

Claude McDowell, Ph.D.
Dept. of Education
Honolulu District
Honolulu, HI 96814

Clifford McGee, M.D.

Kauai Family Guidance Center
3-3204 Kuhio Highway, #104
Lihue, Hawaii 96766

Paula T. Morelli , Ph.D.
University of Hawaii
School of Social Work
1800 East West Road
Honolulu, HI 96822

Stephen Osiecki, MA, MBA
Parents and Children Together
200 N. Vineyard, Suite 100
Honolulu, HI 96817

Kate Pahinui

CAMHD Clinical Services Office
3627 Kilauea Ave, Room 405
Honolulu, HI 96816

Dawn Pang, Ph.D.

CAMHD/Central Oahu Family Guidance Center
860 Fourth Street

Pearl City, HI 96782

Faraz Qureshi, M.D.

CAMHD Hawaii Family Guidance Center,
Waimea Office

65-1230 Mamalahoa Hwy., #A-11
Kamuela, HI 96743

Susan Rocco

Special Parent Information Network
919 Ala Moana Blvd, 101

Honolulu, HI 96814

Alberto Serrano, M.D.
University of Hawaii
Kapiolani Medical Center
1319 Punahou St, 6t Floor
Honolulu, HI 96826

Virginia Shaw, Ph.D.

CAMHD Maui Family Guidance Center
444 Hana Highway, Room 202

Kahului, HI 96732

Melissa Sinkus, M.D.

CAMHD / Kauai Family Guidance Center
3-3204 Kuhio Hwy., #104

Lihue, HI 96766

Kim Smalley, Ph.D.

Division of Developmental Disabilities
1250 Punchbowl, Room 463
Honolulu, HI 96813

Ron Snead, M.D.

Maui Family Guidance Center
444 Hana Highway, #202
Kahului, Hawaii 96732

Tracine Smoot

Dept. of Education
Central District

1136 California Avenue
Wahiawa, HI 96789

Lance Suan, Ph.D.

CAMHD Diamond Head Family Guidance
Center

3627 Kilauea Avenue

Honolulu, HI 96816

W. Carl Sumi, Ph.D.
CAMHD Clinical Services Office
3627 Kilauea Avenue, Room 405
Honolulu, HI 96816

Rama Thiruvengadam, M.D.

CAMHD Hawaii Family Guidance Center,
Kona Office

P.O. Box 2617

Kealakekua, HI 96750

John O. Viesselman, M.D.

CAMHD Leeward Oahu Family Guidance Center
601 Kamokila Blvd., #355

Kapolei, HI 96707

Vivian G. Walker, Ph.D.
CAMHD Clinical Services Office
3627 Kilauea Avenue, Room 405
Honolulu, HI 96816

Patricia Wright, M.A.

Division of Developmental Disabilities
1250 Punchbowl, Room 463
Honolulu, HI 96813

37



